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Just Published— 
Hyman’s Integrated Practice of Medicine 


Just as the patient presents his clinical ailment to you, the doctor, so does this work approach each 
problem. Its premise is that intelligent and effective therapy is the direct result of correct interpre- 
tation of the presenting symptom or sign. Therefore, Dr. Hyman has included 319 Tables of Dif- 
ferential Diagnosis by Presenting Symptoms and Signs, each placed with that clinical condition 
with which the symptom or sign is most frequently associated. An Index to these Tables of Dif- 
ferential Diagnosis (given in the separate Index Volume) leads you quickly and easily to the start- 
ing point for any case. (Observers say the Differential Diagnosis features of the work alone make 
it worthy of inclusion in any medical library.) 

From these tables you get descriptions in brief of clinical manifestations and diagnostic features 
with cross references which take you directly to more detailed data—without duplication—to assist 
in the definitive diagnosis and in the subsequent complete management of the patient. Actually, 
before your very eyes, the entire clinical picture isintegrated so that you overlook no clues, follow no 
blind alleys, “i sight of no possibilities for success. You get all of the facts, all of the suggestions 
and guidance that, in your own trained hands, wll make for quicker, surer diagnoses, more accu- 
rate prognoses and more objective therapy. 

By Harold Thomas Hyman, M.D., New York City. 4 volumes and Separate Differential Diagnosis, 
Subject and Illustration Index. 4336 pages, with 1184 illustrations, 305 in color, and 319 Tables 
of Differential Diagnosis. $50.00. 


SEND ORDERS TO 


J. A. MAJORS COMPANY 


New Orleans 13 
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Just Published! RUBIN’S 


UTEROTUBAL INSUFFLATION 


A Clinical Diagnostic Method of 
Determining the Tubal Factor in 
Sterility Including Therapeutic As- 


pects and Comparative Notes on 











Hysterosalpingography. 


By I. C. RUBIN, M.D., F.A.CS., This new volume has a twofold purpose. The first 
i fe ae 7 is to present uterotubal insufflation in its com- 
College of Physicians and Surgeons, pleted form as a clinical, non-surgical method of 
cate Cnivenie. testing for tubal patency and of employing this 
method for therapy. The second is to evaluate 
by this test the etiological importance of ob- 
structed uterine tubes in sterile matings. 





453 pages, 159 illustrations, includ- 

ing 4 in color. Price, $10.00. The clinical viewpoint is maintained throughout. 

Case histories are presented; indications and 

® Clinical viewpoint stressed and contraindications are fully discussed. The pro- 

maintained cedure itself is more extensively described than 

in previous publications. Technical mistakes and 

Data gathered over a 25-year errors in interpretation are covered in greater de- 

period tail, and differential points in diagnosis are cited. 

Supplementing the author’s long experience are 

Much hitherto unpublished ma- data derived from a questionnaire on the results 
terial presented of more than eighty thousand insufflations. 


The C. V. Mosby Company SMJ 3-47 
3207 Washington Blvd. 
St. Louis 3, Missouri 


Gentlemen: Send me a copy of the new publication, 


RUBIN’S UTEROTUBAL INSUFFLATION 
Attached is my check for $10.00 


ae 


Address 
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hen the patient is recovering 

from an illness, what can raise 
the spirits or help to speed the con- 
valescence more than foods that 
look and taste delicious? 


That’s why Knox Gelatine is such 
a joy. It’s so easy to make tempting 
dishes that tempt even a flagging 
appetite. So many different recipes 
to choose from: so many of them 
made with real fruits or real vege- 
tables, flavored with their good, 


KNOX GELATINE 


ALL PROTEIN, NO SUGAR 


You know the importance of 
the psychological effect of tasty food! 





natural juices. Patients are able 
not only to enjoy the fresh flavors 
but to benefit by the natural vita- 
mins. 


Knox Gelatine, unlike flavored 
gelatine powders which are 78 
sugar, artificially flavored and 
acidified, is all protein, contains no 
sugar. 


FOR FREE BOOKLET, “Feeding the Pa- 
tient,’ write to Knox Gelatine, 
Dept. 408 Johnstown, N. Y. 
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for the General Practitioner 


_,. and the Cardiologist 


Both by the 


same authors 


David Scherf, M.D., F.A.C.P., 


Associate Professor of Medicine. 


New York Medical College. 
Flower and Fifth Avenue 
Hospitals; and 

Linn J. Boyd, M.D., F.A.C.P., 
Professor of Medicine, 

New York Medical College, 
Flower and Fifth Avenue 
Hospitals. 
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CARDIOVASCULAR 
DISEASES | 


A clinical picture of all aspects of cardiovascular 
diseases met in daily practice. Conditions, symptoms 
and treatment peculiar to cardiology are covered 
thoroughly—in an authoritative, complete text gear- 
ed to meet the needs of the busy physician—whether 
general practitioner or cardiologist. 


478 Pages 56 Illustrations $10 








CLINICAL 
ELECTROCARDIOGRAPHY 





A book on the practical use of electrocardiography 
—for daily use in the diagnosis of heart conditions. 
Presents clearly the essentials of electrocardiography 
for the reader unacquainted with the field. Especial- 
ly notable is the introduction of abundant clinical 
and therapeutic material—a distinct step toward 
better integration between electrocardiography and 
clinical problems. 


267 Pages—409 Illustrations including 
391 Electrocardiograms on 243 Figures—$8 








SMJ347 
J. B. Lippincott Company, East Washington Square, Philadelphia 5, Pa. 


e Enter my order and send me 


Scherf and Boyd — CARDIOVASCULAR DISEASES—$10. 


(J) Scherf and Boyd — CLINICAL ELECTROCARDIOGRAPHY—$8. 


Name 


Street 


City, Zone, State 


Under your guarantee, I may return the book in 10 days; otherwise I will pay in full in 30 days. 


LIPPINCOTT SELECTED PROFESSIONAL BOOKS 


Cash Enclosed 


Charge my account 


(1) Send C.O.D. 
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, ood dl rg ICS are more common in 


infants and young children than 
in later life“ < 


And first in the list of X 
offending foods is milk... 
milk, that most vital 
constituent in all infants’ 
and children’s diets! 
¢ Fortunately, milk can be y FR 
replaced with MULL-SOY, a . 
a hypoallergenic soy food ante 
possessing the essential efore 

nutritional values of Mull-Soy ES 
cow’s milk, but free from . 
offending animal proteins. 

* MULL-SOY is a biologically 

complete vegetable source 

of all essential amino acids, 





and approximates cow’s milk 
in its percentages of protein, 
carbohydrate, fat and mineral - 








content when mixed with 
water in standard dilution 
(1:1). Infants (as well as 
children and adults) find 
MULL-SOY palatable, easy to 
digest, and well tolerated. 
It is simple to prepare. 


r 
Mull-Soy 


*Levine, S Z.: J.A.M.A. 128:283, 
May 26, 1945 


BORDEN’S PRESCRIPTION PRODUCTS DIVISION . 
350 MADISON AVENUE, NEW YORK 17, N. Y. — 


In Canada write The Borden Company, Limited 
Spadina Crescent, Toronto L 








MULL-SOY is a liquid emulsified food 


prepared from water, soy flour, soy oil, 
| Pt dextrose, sucrose, calcium phosphate, calcium 
carbonate, salt, and soy lecithin; 


WHEN MILK BECOMES “FORBIDDEN FOOD” homogenized and sterilized. Available in 


= 15’ fi. oz. cans at all drug stores. 
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Supplementiog ) 
OR INFANT FEEDING — 
AS Direcs, we » 


PROTEIN 


Carbohydrates as protein sparers have 
particular significance in infant nu- 
trition, which requires a high order 
of efficient utilization of protein for 
an active metabolism. 

CARTOSE* is well tolerated; its 
content of dextrins in association with 
maltose and dextrose minimizes gas- 
trointestinal discomfort due to an 
excessive concentration of readily 
fermentable sugars in the gastro- 
intestinal tract. 

CARTOSE is liquid, facilitating 














SPARER 


rapid, exact formula preparation. It 
is compatible with any formula base 
— liquid, evaporated, or dried milk. 

SUPPLIED: In clear glass bottles 
containing | pt. Two tablespoonfuls 
(1 fl. oz.) provide 120 calories. Avail- 
able through recognized pharmacies 
only. 


& CARTOSE 


Mixed Carbohydrates 


*The word CARTOSE is o registered trademark of H. W. 


Kinney & Sens, Inc. 

















—— H. W. KINNEY & SONS, == > ~~ 
4 Ces ae 9L 


wedemert COLUMBUS, INDIANA 
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In C.N.S. syphilis, the intramuscular injection 
of Arseno-Bismulak provides a “high total content of 

bismuth in the brain,”* despite the known difficulty 

in penetrating brain tissue. 

The combination of arsenical and bismuth compounds, 
/ both in water-soluble form, permits smaller dosages of each 
/ with a wider margin of safety and an increased effectiveness. 
‘ Arseno-Bismulak is a stable, aqueous solution of bismuth 
, sodium p-aminophenylarsonate for the treatment of tertiary, 
‘ congenital, late and serological fast forms of syphilis. Vein-sparing 
/ intramuscular injection with Arseno-Bismulak is painless and quickly 
j accomplished. Lakeside Laboratories, Inc., Milwaukee 1, Wisconsin. 





‘ *Lehman, A. J. et al.: Absorption and Distribution of Arsenic and Bismuth After 
‘ Injection of Bismuth Sodium-para-Aminophenylarsonate (Arseno-Bismulak), 
Urol. and Cutan. Rev. 48:229-231 (May) 1944. 





Arseno-Bismulak 
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‘AMERIC, Ny, 
MEDICAL | 
_ ASSN. 


Council on Pharmacy 
and Chemistry 





Bottles of 12— 
50,000 units each 


The use of BRISTOL PENICILLIN TABLETS ORAL (buffered 
penicillin calcium) in the carry-over period following 
the rémission of fever in acute infections is now estab- 
lished as sound practice in the avoidance of relapses. 
Such therapy, like these tablets, is now acceptable ac- 
cording to the high standards of the Council on 
Pharmacy and Chemistry of the American Medical 
Association. 


BRISTOL PENICILLIN TABLETS ORAL 














Immediately available 
through your usual source. 


LABORATORIES INC. 
SYRACUSE 1. NEW YORK 





% or. tubes. Content of calcium penicillin, 
1000 units per gram 


BRISTOL PENICILLIN OINTMENT DERMATOLOGIC provides 
yet another means of applying this useful and versatile 
antibiotic. The Council on Pharmacy and Chemistry 
has also found that beneficial therapeutic results may 
be expected from the local application of this penicillin 
ointment in impetigo contagiosa, infectious eczematoid 
dermatitis, certain carbuncles and, in fact, all skin 
conditions in which the exciting organism is staphylo- 
coccus aureus and albus, streptococcus pyogenes and 
hemolytic and non-hemolytic streptococci. 


BRISTOL PENICILLIN OINTMENT DERMATOLOGIC 
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oropharyngeal infections 


HIGH LOCAL CONCENTRATION 


Prompt and long-sustained in effect; the sulfonamide is 
maintained in intimate, therapeutically effective concentration 
throughout entire oropharyngeal area. 


NEGLIGIBLE SYSTEMIC ABSORPTION 


Even in maximal dosage, systemic absorption is negligible; 
therefore likelihood of toxic reactions is virtually obviated. 


STABLE 


Full potency is retained under all conditions. 


CLINICALLY ACCEPTED 


Established by long and extensive clinical use. 





Supplied in packages of 24 tablets, sanitaped, 
in slip-sleeve prescription boxes. 


IMPORTANT: Please note that your patient requires your prescription 
to obtain this product from the pharmacist. 


tFox, N. et al.: Arch. Otolaryng., 41:279 (1945). 


While , 


\ ulfathiazole gum 
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3 two weeks for an answer 
but not definitely proved, a therapeutic test with 


7 6 5 4 ORETON (testosterone propionate) will provide the 


answer in two weeks. If androgen deficiency is the 


When the diagnosis of male climacteric is suspected 


cause of symptoms, they will be alleviated by intra- 
muscular injections of male sex hormone as ORETON 
25 mg. daily for 5 days weekly over a two weeks period. 
Subsequently, manifestations of the male climacteric 
may be controlled with the same dosage injected two 
or three times weekly, and eventually equilibrium can 
be maintained with ORETON-M (methyltestosterone) 
Tablets. 


OR ETON 


ORETON (testosterone propionate in oil), 
for intramuscular injection, in ampules 
of 1 cc. containing 5, 10 and 25 mg., in 
boxes of 3, 6 and 50. Multiple dose vials 
of 10 ce., 25 mg. per cc. Box of 1 vial. 
ORETON-M (methyltestosterone) Tab- 
lets 10 mg., in boxes of 15, 30 and 100. 
Trade-Marks ORETON and ORETON-M— 

Reg. U.S. Pat. Off. 


CORPORATION « BLOOMFIELD, N. J. 


IN CANADA, SCHERING CORP. LTD,, MONTREAL 
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why 
Dexedrine 
is so 
beneficial 
in 
menstrual 
dysfunction 


“The Central Nervous Stimulant of Choice” 


Dexedrine therapy not only alleviates 
the mental depression and psychogenic fatigue 
which ordinarily accompany dysmenorrhea; but also, 
through its marked amelioration of mood, 
beneficially alters the patient’s reaction to pain. 


Smith, Kline & French Laboratories, Philadelphia, Pa. 


Dexedrine Sulfate tablets 


(dextro-amphetamine sulfate, S.K.F.) 
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To the poet the night may have “a 
thousand eyes,”’ but to a sleepless 
patient it has a thousand worries and 
fears. @ Whether sleeplessness is 
caused by outside disturbances or men- 
tal disquiet, your patient will appre- 
ciate the efficient sedation of Nembutal, 
by which sleep is encouraged—not 
forced. Usually he will not feel dull 
upon awakening, as the action of the 
drug in doses of 44 grain or %4 grain 
ends within a few hours. @ These 
three qualities — gentle effectiveness, 
brief action and small dosage—make 
Nembutal one of the safest and most 
dependable of barbiturates. Try it on 
your next insomnia case. ABBOTT 
LABORATORIES, North Chicago, Illinois. 


NEMBUTAL 


REG. U. S. PAT. OFF. 


[Sodium Ethy!(1-methylbuty!) barbiturate, Abbott] 


March 1947 





CTOR” 
ies “SEE YOUR DO 

dvice is always 

The adv 


c 
’ ’ 


g 
P g 


: d 
es lor in LIFE an 
earing in co es reach 
° re. Now app r4 messag 
d proper medical = se “See your docto 23 millien poeple. 
rt nce of prompt see g magazines, t . dience of more than 
importa other leadin an audi 


T IS true that heart disease jg the 2 E F. : future Cases of heart disease And toda 
Be: Single Cause of death in this Pease , doctors £aN also cur, Some cases of heart 
Country, “fees disease which Would haye been Considereg 
f many peopte 1 tink, [eee i. hopeless a few Years apo 
*SE muse eulomaticall, P : There ts, for instance 

Shore Your life oy make you @% invalig €45¢ knoe» a5 54 

A common ‘ype of heart disease-the A few y 
S0-called “functiona” type~is Not acty. hr 
ally heart disease ar all. It is the reflection ' = Shee Pihetitcrra, Sh th 
Of some Other, Usually Correctable, dis. } _— 1% an "creasing "umber 
turbance in the ody. It js Often Merely a are being Successfully ‘eated, 
temporary Condition, I, does not alter the e Other drugs help Your doctor tO regulate 
heart itself, NOr does jr Shorten life, erin the @tion o; 4N irregular heart and to re. 

Even “organic” heart disease, hich ac. uce the strains that are put “pon 
tually Changes the heart’s Structure, need 
Not be a Serious disability, The andicap it 
imposes on 4 normal life wit] Vary Widely : . ind ; Spi ’ infections 8ives him 
With the nature of the disease and the pons to USC agaings Progressive 
individual Case, se, 

Sym Ptoms are no indication Of the Seri- 
Ousness ofa heart Condition 


Fo men May have identical syriptoms 
One Man's hears ©Ondition may dictate 
'M1lation of his Wltivities The : ' If he finds you 
™an may be able to live gq "ormal life s ature of heart ‘ aN enormoys load wi) 
with onp, igh iction is j relopi : i 
Only slighy "€Strictions on his Ping ney Methods o mind. And ig 


PARKE, Davis & CO, 
Research ond My ey 








SOUTHERN MEDICAL JOURNAL 


A revolutionary advance 





i oer oe bee: 
> .“e if : ’ ‘i 





By ag 
Pe: pee 
i 
cm fa 
os 
ay | 


has been established by 
extensive clinical trials. 
77% of the patients were benefited. 


Smith, Kline & French Laboratories, Philadelphia, Pa. 


applies an entirely new principle 


to the treatment of cough. 


March 1947 









The Oralator contains a remarkable 
new anesthetic-analgesic compound— 
2-amino-6-methylheptane, S.K.F. 

The vapor of this compound 

is carried by inhalation directly to 
the principal zone (see illustration) 
where the cough reflex originates. 
There it checks cough 

almost instantaneously 

by local action at the periphery. 
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Each equivalent to 


1 Digitalis Unit 
U.S. P. XH 











1 i 
DAVIES, ROSE & C8. Ltd 2:5 bile 
Bosten, Mass., U.S.A. ns 





— 


The . = 
Cardiologist 





is assured of 


Dependability in Digitalis Administration 


Being the powdered leaves made into 
physiologically tested pills, 
all that Digitalis can do, these pills will do. 





Trial package and literature sent to physicians on request. 


DAVIES, ROSE & COMPANY, Limited 


Manufacturing Chemists, Boston 18, Massachusetts 
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Simpler, safer and more efficient procedures 
in parenteral therapy were pioneered by 
Baxter. 

Since Baxter solutions were introduced, 
Baxter has specialized in one field—the 
development and production of parenteral 
products that make for a trouble-free pro- 
gram for your hospital. No other method is 
used in so many hospitals. 


AMERICAN HOSPITAL SUPPLY CORPORATION |(@ 


DISTRIBUTORS EAST OF THE ROCKIES e EVANSTON @® NEW YORK e ATLANTA 


. _-* 
= 
lovalits 


* 


Manufactured by 


BAXTER LABORATORIES 
Glenview, Illinois Acton, Ontario 


Produced and distributed in the eleven Western 
states by DON BAXTER, INC., Glendale, California 


* 





. 


“Feumoconiotie— 


The field of medical research has 
many facets. Eli Lilly and Com- 
pany has had the privilege of co- 
Operating with investigators in 
many specialized fields of medicine. 
Products for which the company is 
responsible are promoted and dis- 
tributed through professional chan- 
nels exclusively. 





Illustration by Herman Giesen 


PNEUMOCONIOSIS is particularly prevalent among workers in mines, smelter- 
ies, cement plants, and quarries. For years miners had experienced a high 
incidence of respiratory disorders. It was not until careful medical investi- 
gations had been made, however, that the causes were determined and 
steps taken to prevent recurrences. Pneumoconiosis is today a major prob- 
lem of medical research. Other industries have their own peculiar hazards. 
As new materials and processes are introduced into industrial life, new 
techniques of detection, prevention, and treatment must be developed. 
This is the task of physicians concerned with industrial medicine. Through 
their efforts the level of health among industrial workers continues to 
improve. 








ee 
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MERTHIOLATE is the trade-mark of Eli Lilly and Company for its 
brand of sodium ethyl mercuri thiosalicylate. It is an approach to the 


ideal antiseptic. Because ‘Merthiolate’ has prompt germicidal action, 


sustained antiseptic effect, and high bacteriostatic value, it is an anti- 
septic of choice among many discerning physicians. Moreover, 
‘Merthiolate’ is compatible with body tissues, nonirritating, and low 
in toxicity. The following preparations of ‘Merthiolate’ are available: 
tincture, 1:1,000; solution, 1:1,000; jelly, 1:1,000; suppositories, 


1:1,000; ointment, 1:1,000; and ophthalmic ointment, 1:5,000. 


ELI LitkyY AND COMPANY 


INDIANAPOLIS 6, INDIANA, U. &. A. 
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GOLD THERAPY in Rheumatoid Arthritis 


HE consensus of clinicians who have 

had considerable experience with 
aurotherapy is that gold, despite its 
recognized toxicity, is the most effective 
agent available for the treatment of 
active rheumatoid arthritis. 

The following statements, quoted 
from the article entitled, “The Use 
And Abuse Of Gold Therapy In Rheu- 
matoid Arthritis,” by Bernard lI. 
Comroe, M. D. (J.A.M.A. 128:848- 
851, July 21, 1945), constitute an ex- 
cellent summary of the present position 
of gold therapy in arthritis: 


1 Gold is of no value in any form of joint 
disease except rheumatoid arthritis. 

2 Gold does not benefit all patients with 
rheumatoid arthritis. 

3 Gold is not the final answer to the treat- 
ment of rheumatoid arthritis. 

4. Toxic symptoms may appear at any time 
during this form of therapy. 

5 From 10 to 20 per cent or more of pa- 
tients who have received gold therapy re- 
lapse after stopping the drug. 

6 Extreme care must be used during gold 
therapy, and the physician must be familiar 
with the details of such treatment before 
undertaking this. 





ts 7 Injections of certain gold salts in proper 
dosage may be followed by subjective and 

1e ned . , : 
objective evidence of improvement in the 

a, majority of selected patients with rheuma- 


: toid arthritis. 
. Literature on request 


; MYOCHRYSINE 


GOLD SODIUM THIOMALATE MERCK 


for the treatment of rheumatoid arthritis 





MERCK & CO., Inc. RAHWAY, N. J. 


Manufacturing Chemisls 
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Stable tyrothricin 


in 
ointment 
form! 








*TYRODERM'’ Tyrothricin Cream is particularly designed for treatment of a variety 





of skin infections. Developed by the Medical Research Division of Sharp & Dohme, 





it contains 0.5 mg. (500 micrograms) of stable tyrothricin per gram in a special 
emollient base. * The tyrothricin present in ‘TYRODERM’ Tyrothricin Cream is stable 
... exhibits approximately the same range of bacterial specificity as penicillin . . . 
remains in contact with site of application for a prolonged period of time . . . acts 
promptly. * ‘TYRODERM’ Tyrothricin Cream is indicated in the treatment of 
pyodermatoses such as acne vulgaris, impetigo, dermatitis vegetans, infectious 
eczematoid dermatitis, and other dermatoses caused by gram-positive organ- 
isms. It is also useful in the treatment of varicose, decubital and ischemic ulcers, 
selected accessible postsurgical wounds, and minor second and third degree burns. 
Sharp & Dohme, Philadelphia 1, Pa. 
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Supplied in 1-oz. tubes and 1-Ib. jars. 
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“smoothage’” _:.- gentle, non- 
irritating action of Metamucil—is indicated in any 
type of constipation or other gastrointestinal 
dysfunction requiring a mild, soothing but effective 
stimulant to bowel evacuation. 


® 

metamucil provides a soft, bland, plastic 
bulk which exerts a stimulating effect on the bowel 
reflexes and facilitates elimination of the fecal content 


in a completely normal and natural manner. 


* 
metamuecill j: ::- hishiy cfined mucilloid 
of Plantago ovata (50°c), a seed of the psyllium 


group, combined with dextrose (50%), as a 


dispersing agent. 
- 
Piss 
aS 


SEARLE 
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to combat 


depression characterized by 


“chronic fatigue” 


Depressed patients “... suffering from psychomotor inhibition com- 


plain of feeling tired, of not being able to get started on their daily tasks, 
and of an abnormal inclination to procrastinate. They make up their 
minds that they are going to do a certain thing but they never seem to 
get to it. Everything seems too big for them. . .”’* 





In the above quotation, Kamman emphasizes “chronic fatigue” as a 
dominant symptom in the type of depression most frequently en- 
countered in daily practice. 


Benzedrine Sulfate is particularly valuable in the presence of ‘“‘chronic 
fatigue”. It will, in most cases, help to overcome the depression and 
thus enable the patient to make a sincere and constructive effort to 
surmount his difficulties. 


*Kamman, G. R.: Fatigue as a Symptom in Depressed Patients, Journal-Lancet 65:238 (July) 1945. 


= 


Tablets and Elixir 


benzedrine sulfate 


(racemic amphetamine sulfate, S.K.F.) 


Smith, Kline & French Laboratories, Philadelphia, Pa. 
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*S~-- BACKGROUND OF A HEALTHY CHILD---~ 


Health is an intangible thing—an inde- 
finable something expressed in a child’s 
appearance, activity, weight, resistance 
to infection, and mental outlook. Good 
nutrition forms the basic background for 
good health. And good nutrition implies 
especially a well-nourished hemopoietic 
system... for all the other body tissues 
depend upon the circulating blood for 
their nourishment. 

ARMOUR LIVER, IRON and RED 
BONE MARROW (with malt extract) is 
an excellent all-around nutritional adju- 
vant for children and adults. It supplies 
particularly the essential blood-forming 
elements necessary to good hemopoiesis. 
But also it is a caloric and physiologic 
tonic. It is beneficial for patients of all 


lander 
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/ 


ages, from infancy to old age. It is avail- 
able in regular eight-ounce bottles and 
also in special two-ounce dropper bottles 
for infant feeding. 

The adult dose is 2 teaspoonfuls twice 
daily. The dose for children under 15 
years old is 1 teaspoonful twice daily. 
The infant dose is 1 to 10 drops daily in 
milk or water. 


= 2 


(WITH MALT EXTRACT) 


Have confidence in the preparation 
you prescribe — specify “ARMOUR” 


THE Amite LABORATORIES 


HEADQUARTERS FOR MEDICINALS OF ANIMAL ORIGIN 


CHICAGO 9, ILLINOIS 
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ANEMIAS OF CHILDHOOD 


Nutritional anemia 
Idiopathic seborrhea 
von Jaksch’s syndrome 


— the combination of ferrous iron, unfractionated liver and B vitamins 
effects a more powerful hemopoietic action than any form of iron alone — 


HEPATINIC 


—particularly suited for administration to children 
because of its pleasant flavor and easy administration— 
contains (per fluidounce): Ferrous sulfate 12 gr., 
Crude Liver Concentrate 60 gr., fortified to represent 
Thiamine Hydrochloride 2 mg., Riboflavin 4 mg., 
Niacinamide 20 mg., together with pyridoxine, 
pantothenic acid, choline, folic acid, vitamin By, 
vitamin By, biotin, inositol, para-aminobenzoic acid 
and other factors of the vitamin B complex as 


found in crude (unfractionated) liver concentrate. 
The value of the crude (unfractionated) liver concen- 
trate in Hepatinic is of the highest order, for all the 
erythropoietic principles are retained. In addition, this 
unique liver is subjected 
,to a special enzymatic 
digestion process which 
converts it to a most 
readily assimilable form. 





Tasting samples are 
available to all phy- 
sicians upon request. 











Supplied in Bottles of 8 fl. oz. and 1 Pint 


LABORATORIES, INC., PHILADELPHIA 32, PENNSYLVANIA 
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STAYING 


. . . The gruelling run of Pheidippides 
from Marathon to Athens, carrying the 
news of victory over the Persians was a feat 
that called for remarkable endurance. This test 
of stamina was so outstanding that the word 
“marathon” has become a synonym for 
prolonged endurance or staying power. 


STAYING POWER, which isso frequently 

P sought in local anesthetics; is absent in most 

pteparations since they exercise only a short- 

lived influence. But EUCUPIN (isoamylhy- 
drocupreine) is different. It provides: 


A gratifying prolonged period of 
intense anesthesia. . . . An inhibi- 
tion of supervening hyperesthesia, 
and . . . Enduring freedom from 
pain lasting for hours, even for 
days. 


THE LOCAL ANESTHETIC WITH PROLONGED ANAILGES 





How Supplied—For infiltration anesthesta: EUCUPIN-WITH-PROCAINE 
SOLUTION in 30 cc rubber-capped vials, and Eucupin SOLUTION IN 
O1 in 5 cc. ampules, boxes of 6, 24 and 96. For topical application: 
Eucupin OINTMENT, 1n 1 oz. tubes and 1 Jb. jars and Eucupin 
Suppositories (Rectal), boxes of 12. 


Literature and trial 
supplies on request. 


RARE cHEMICALS, INC. * HARRISON, NEW JERSEY 


WEST COAST DISTRIBUTORS: GALEN COMPANY, RICHMOND, CALIFORNIA 
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f Steroid Therapy in Arthritis? 


ger to properly evaluate the patient’s response to steroid therapy with 
the objective findings of the investigators should prove of interest. 


OBJECTIVE RESULTS WITH ERTRON 
Decreased swelling! was early reported as evidence of favorable ac- 
SErtron. X-rays demonstrated this te be due to diminished joint effusion? 
sed soft tissue swelling.* 


The systemic action of Ertron is reflected in the improved muscular 
ich is determined by recording the grip dynamometer readings‘ dur- 


course of therapy. 


Increase in the angle of passive and active mobility5,*,? of affected 
Ertronized patients is measurable, 


In thin, asthenic individuals, weight gain* is evidence of the systemic 
Ertron, and usually accompanies increased appetite. 


therapeutic action of Ertronis Physician control of the arthritic patient 
for by its unique chemical com- is essential for optimum results. Ertron is 
Themethod of activation employed available to the patient only upon the pre- 
iB preparation of Ertron produces a scription of a physician. 
eontaining hitherto unrecognized Supplied in bottles of 50, 100 and 500 
mi which are members of the steroid capsules. Each capsule contains 5 mg. of 
ms. The isolation and identification of activation-products having antirachitic ac- 
inces in pure form further estab- tivity of fifty thousand U.S.P. units. Also, 
themical uniqueness and steroid Ertron Parenteral in packages of six 1 cc. 
tharacteristics of Ertron. ampules. Ethically promoted. 


Ertron is the registered trademark of Nutrition Research Laboratories. 


RITION RESEARCH LABORATORIES e¢ CHICAGO 
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for the patient 
with distressing 


urinary symptoms 


YRIDIUM, administered orally in a dosage of 
2 tablets t.i.d., will promptly relieve dis- 
tressing urinary symptoms in a large percentage 
of ambulant patients, thereby permitting them 
to pursue normal activities without undue dis- 
turbance. 
The prompt symptomatic relief provided by 
Pyridium is extremely gratifying to such pa- 





tients suffering from the distressing symptoms 
of painful, urgent, and frequent urination, tenes- 
mus, and irritation of the urogenital mucosa. 
Pyridium produces a definite analgesic effect 
on the urogenital mucosa following oral admin- 
istration. This action is entirely local, and is not 
associated with, or due to, systemic sedation or 
narcotic action. Literature on Request. 





MERCK & CO., Inc. 





wore PYRIDIUM son 


(Phenylazo-alpha-alpha-diamino-pyridine mono-hydr«<hloride) 


RAHWAY, N. J. 
Manufachning Chemishs 


In Canada: MERCK & CO., Ltd., Montreal, Que. 
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vitamin preparations are either supplementary or therapeutic 


Youcan’t expecta boy todo a man’s job... norcan youexpect a supplementary 
multivitamin preparation to restore tissue levels in frank deficiency states. 


THERA-CONCEMIN 


THERAPEUTIC VITAMIN CAPSULES 





Thera-Concemin presents the basic Each capsule contains: 
and practical therapeutic formula Vitamin A........ .25,000 U. S. P. units 
recommended by Jolliffe,* con- Vitamin D..........1,000 U. S. P. units 
taining the essential fat- and water- Thiamine hydrochloride... . .5 milligrams 
soluble vitamins at levels 3 to 5 Riboflavin...............5 milligrams 
times normal daily requirements. Niacinamide.......... ..150 milligrams 
Ascorbic acid.......... . 150 milligrams 
Dosage: Two capsules daily for a week 
or ten days, followed by one capsule 
daily until tissue levels of the essential 


*Jolliffe, N.: The Preventive and Therapeutic 
vitamins are restored to normal. Use of Vitamins, J.A.M.A. 729:613-617 (1945). 


THERA-CONCEMIN IS AVAILABLE IN BOTTLES OF 30 CAPSULES 
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HIGH-POTENCY 
B COMPLEX VITAMINS 
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SUBCUTANEOUS — INTRAMUSCULAR — INTRAVENOUS 


The parenteral use of B complex factors is 
particularly valuable in patients with vomiting, 
diarrhea or other causes of impaired intestinal 
absorption. Betasynplex ‘‘Niphanoid’’— stable, 
instantly soluble form of synthetic B complex 
factors—contains in each ampul: 


Thiamine hydrochloride. ...........10 mg. 
Riboflavin svevessess SU 
Pyridoxine hydrochloride........... 5 mg. 
Calcium pantothenate.............. 5 mg. 


a TTT 


Now available in convenient combination 
packages with 2 cc. ampuls of distilled 


CbWitiing 
CHEMICAL § COMPANY, INC. 


Pharmaceuticals of merit for the physician » New York 13, N.Y. * Windsor, Ont, 
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PENICILLIN ADMINI 


is safe, simple, and 
fast with TUBEX® 


e Designed for immediate injection — no 


transfer from ampul to syringe. 
Before injecting aspirate to insure a ‘ : : ‘ 
that needle is not in a blood vessel. e Administration is rapid—300,000 units 


injected in less than 30 seconds. 

e Tubex has a special safety feature—by 
aspirating, it is easy to make certain that 
a blood vessel has not been entered. 


e Positive plunger of the syringe eliminates 
awkward administration. 


Prolonged therapeutic blood levels (12 to 24 hours) have frequently been ob- 
served after a single injection of 300,000 units. Nearly all cases of acute gonor- 
rhea are cleared up by a single injection. Other susceptible coccal infections 
respond to one or two injections per day. 

Available in 1 ce. Tubex, 300,000 units each, with Tubex needle (20 gauge, 
14 inch). The Tubex syringe is supplied separately. 

Tubex syringes and needles, developed and produced by J. Bishop & Co., 


are used exclusively by Wyeth Incorporated. 


zy TUBEX PENICILLIN a 
in OIL and WAX . 


® Reg. U. S. Pat. Off. 


WYETH INCORPORATED PHILADELPHIA 3, PA, 
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Three points... 


44 I” 


Lromarin ... orally active 


a Pi 


PBemarin ... relatively free from side reactions 


ss 


” 
remain ... highly potent 


To these advantages may be added the emotional uplift or feeling of well-being which is so often 
encountered in the patient following therapy with “Premarin.” This aspect is being favorably 


commented upon by an increasing number of clinicians. 


To permit flexibility of dosage and enable the physician to fit estrogenic therapy to the particulor 


needs of the patient, “Premarin” is supplied in two potencies: 


Tablets of 1.25 mg.—bottles of 20, 100 and 1000. 
Tablets of 0.625 mg.—bottles ef 100 and 1000. 
Liquid, containing 0.625 mg. in each 4 cc. 


one teaspoonful) — bottles of 120 cc. 


CONJUGATED ESTROGENS 
(equine) 


atc u Ss PAT OFF 


Ayerst, McKenna & Harrison Limited 


22 EAST 40TH STREET, NEW YORK 16, NY. 
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/ SQUIBB 
Orysdlline Seniutlin G 


SODIUM 


VIALS (for aqueous solution ) 
The presence of a buffer (4 to 5% sodium citrate) makes SQuiss 
Crystalline Penicillin G Sodium considerably more stable in solu- 


tion than unbuffered solutions of crystalline penicillin G sodium. 


In diaphragm-capped vials of 100,000 and 200,000 units. 


OIL AND WAX 
Sguiss Crystalline Penicillin G Sodium in Oil and Wax has 
improved physical characteristics permitting easier administra- 
tion . . . and provides prolonged-action penicillin in double-cell 
cartridges. One cell contains 300,000 units of penicillin in refined 
peanut oil with 4.8% bleached beeswax. The other cell contains 
sterile aspirating test solution to guard against accidental intra- 
venous injection. 

300,000 units in 1 cc. double-cell cartridges with B-D° disposa- 


ble syringe, or for use with B-D® permanent syringe. 
Also in 10 ce. vials, 300,000 units per cc. 
TABLETS 


Sguiss Tablets Crystalline Penicillin G Sodium (Buffered) are 
individually and hermetically sealed in aluminum foil to protect 


them from penicillin-destroying moisture. For high oral dosage. 


100,000 units per tablet, boxes of 12 and 100. 


All these dosage forms of Squtss Crystalline Penicillin G Sodium 
may be stored at room temperature. Refrigeration of aqueous 
solution is necessary. 


*T. M. Reg. Becton, Dickinson & Co. 


/ 
Specify... SQUIBB CRYSTALLINE PENICILLIN G SODIUM 
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Imperfections of the suppository technic of conception 
control in the past have sometimes included poor keeping 
qualities in hot weather, slow liquefaction in situ and 
unreliable barrier action*. 

Lorophyn Suppositories were designed to overcome 
these objections. 

They are hermetically sealed in foil; there is no leakage in 
hot weather. They liquefy at vaginal temperature within 
fifteen minutes, liberating the powerful spermicide, 
phenylmercuric acetate. They are self-emulsifying in vaginal 

— fluids to form a tenacious and persistent spermicidal barrier. 


When a jelly is preferred, we suggest LOROPHYN SUPPOSITORIES 


LOROPHYN JELLY A method of conception control that patients will 


Rapidly spermicidal, with demonstra- use faithfully. 


ted barrier action. 


Phenylmercuric acetate 0.05%, Polyethylene 
lycol of mono-iso-octyl-phenyl ether 0.3%, 
ethyl p-hydroxy benzoate 0.05%, Sodium 

borate 3.0% in a special jelly base. 


ATM WH 


NORWICH, NEW YORK Phenylmercuric acetate 0.05% 
and glyceryl laurate 10.% in a 
# Dickinson, R. L., Techniques of Conception Control, Williams & naam 
Wilkins Co., Baltimore, 1942. 
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Standing, with reluctant feet 
Where the brook and river meet, 
Womanhood and childhood fleet: 


— LONGFELLOW 


YuPROVED medical care, giving 
assistance through the labyrinth of 
the difficult adolescent years, is a 
foremost achievement of modern 
medicine. Greater promise for the 
future is the heritage of American 
young womanhood, as a direct result 
of translating the achievements of 
medical research into successful 
guidance of the adolescent toward 
normal maturity. In the advance 
toward this goal the endocrinologist 
has made some of the greatest 
specialized contributions. Proper 

use of the hormone preparations now 
available to every physician is 

a priceless part of today’s superior 
medical care. Lively interest 

in research and long experience in 
production have made Ciba hormone 
products leaders in this field. 


Ovocylin 


(Brand of a-estradiol) T.M. rat U. S. Pat.Of. 


Chemically produced pure a-estradiol, the naturally 
occurring female sex hormone for oral use. 


PAINTED FOR CIBA 
BY CATHAL O'TOOLE 


The complete Ciba 
line of both male and female 


Herotd Hovmones 


is available at your pharmacist’s in oral, 


parenteral and local administration forms. 


(IBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, N. J. In Canada: Ciba Co. Ltd., Montreal 





DI-OVOCYLIN 


The Estrogen of High Potency and Prolonged Effect 


According to New and Non-Official Remedies, a-estradiol is “probably the most potent form of all 
known estrogens.” In addition, a single injection of Di-Ovocylin, Ciba a-estradiol dipropionate, will con. 
trol symptoms for fourteen to twenty-one days in the majority of menopausal patients.’ Di-Ovocylin, being 
a derivative of a natural estrogenic hormone, has the added advantage of producing a feeling of well. 
being in the patient. These inherent advantages, corroborated by extensive published reports, have 


influenced many leading clinicions to standardize on this Ciba estrogen for all pertinent indications, 


When effective and prompt symptomatic control of estrogen deficiency is established with Di-Ovocylin 
injections, patients can be maintained with Ovocylin. This oral form of a-estradiol is also useful 
alone in mild deficiencies. The topical forms of a-estradiol, Ovocylin Ointment and Ovocylin Supposi- 
tories, are especially suitable as supplements to systemic administration and as means to secure 


intense localized effect. 1. Greene, R. R.: Int. Abst. Surg., 74: 595, 1942 





AT YOUR PRESCRIPTION PHARMACY 





Di-Ovoeylin in 1-cc. ampuls, in concentrations of 0.166, Ovoeylin Ointment in concentrations of 0.03 and 0.15 mg., 
0.333, 1.0 and 1.66 mg., in cartons of 3, 6, 50 and 100. in tubes of 50 Grams. 
Ovoeylin Suppositories in Children’s size, 0.04 mg. 
concentration, boxes of 30. Adult’s size, 0.04 and 0.4 mg. concen- 
trations, boxes of 10. 


Ovoeylin in tablets of 0.1, 0.2, and 0.5 mg., in bottles of 
30, 100 and 250. 











Vaginal Smears Demonstrate Effect 
of Estrogen Therapy 
ONE. The vaginal smear in untreated menopause shows a severe estrin deficiency, 
preponderance of leukocytes and atrophy of the vaginal mucosa. 


TWO AND THREE. These smears demonstrate the effects of partial estrin replace- 

ment therapy during treatment. The smears appear clearer, sarees leukocytes, 

some cornification. 

FOUR. The effects of full estrin replacement therapy in the menopause. The smear 

oppears clean and free of leukocytes, large irregular cornified cells with pyknotic nuclei. 
Microscopic slides from Dr. E. Kost Shelton, Shelton Clinic, Los Angeles, Cal. 





CIBA PHARMACEUTICAL PRODUCTS, IN 


UMMI] 


In Canada: Ciba Company Limited, Montreal 





Ovocylin, Di-Ovocylin—Trade Marks Reg. U. 8S. Pat. Off. 2/1202 ~=~Printed in U.8.4 
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Digitoxin 


Stearns 


FOR ACCURATE DOSAGE BY WEIGHT 


P rorncy ea 


“DIGITOXIN Stearns—the chief active constituent of Digitalis purpurea—is a pure 
microcrystalline compound with definite physico-chemical properties. Uniform in 
composition, it is standardized by weight—permitting the prescription of precise 
dosages—obviating the confusion of “frog” or “cat” units. 

Administered orally, Digitoxin Stearns is approximately one thousand times 
as potent, weight for weight, as Digitalis U. S. P.; 1 mg. of Digitoxin produces the 
same effect in man as 1 Gm. of digitalis. 


ABSORPT Fs - rapid and complete 


~ DIGITOXIN Stearns is rapidly—and presumably completely—absorbed from the 
gastro-intestinal tract . . . oral administration of the dose required is equally as 
effective as intravenous. 


elt ya Meee = excellent 


DIGITOXIN Stearns is free of inert, therapeutically undesirable materials. Small 
doses produce full cardiac effects with virtual freedom from nausea and vomiting. 
Single dose therapy for full digitalization is clinically practicable. 





Titre bale) ttece DIGITOXIN Stearns—pure crystalline glycoside of Digitalis purpurea—is indicated 

“=< in general in the treatment of those conditions which respond to digitalis leaf or 

other drugs of the digitalis group . . . both for rapid digitalization and for 
maintenance, 


Tablets of 0.1 mg. and 0.2 mg., bottles of 100 and 250; also available in vials of 


* 25 tablets, six vials per carton. 
*« 


Descriptive literature and a trial supply available on request 








Ful St ag rn Ss Company Lraiar 


DETROIT 31, MICHIGAN . New York + Kansas City . San Francisco . Atlanta 
Windsor, Ontario ¢ Sydney, Australia * Auckland, New Zealand 
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APPRECIATE THE SIMPLICITY 





OF PREPARING FEEDINGS 


The preparation of Similac feedings requires only the addition 
of Similac powder to previously boiled, tepid water—in the 
proportions you prescribe. Mixing requires only 20 to 30 sec- 
onds. The simpler your directions to the mother, the less chance 
of error on her part. And simpler procedure in preparing 
feedings makes sanitation easier. 





LIKE THE UNIFORM RESULTS 





Similac is simple to prepare . . . Modern . . . Ethical. It gives 
SS uniformly good results. 














PERRO aa bast 





A powdered, modified milk product, especially pre- 
pared for infant feeding, made from tuberculin 
tested cow's milk (casein modified) from which part 
of the butter fat has been removed and to which has 
been added lactose, cocoanut oil, cocoa butter, corn 
oil, and olive oil. Each quart of normal dilution 
Similac contains approximately 400 U.S.P. units of 
Vitamin D and 2500 U.S.P. units of Vitamin A as 
a result of the addition of fish liver oil concentrate. 





* COLUMBUS 16, OHIO 





M & R DIETETIC LABORATORIES, INC. 











How Supplied 


Digitaline Nativelle is available 
through all pharmacies in 0.1 mg. 
tablets (pink) and 0.2 mg. tablets 
(white) in bottles of 40 and 250, 
andin ampules of 0.2 mg. (1 cc.) 
and 0.4 mg. (2 cc.) in packages of 
6 ampules and 50 ampules. 


DIGITAL 
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WHEN HOURS 
WILL SUFFICE 


Tum overwhelming discomfort of congestive heart 
failure and the progressive character of the syndrome 
demand prompt restoration of cardiovascular dynamics. 
Orally administered Digitaline Nativelle—the chief ac- 
tive glycoside of Digitalis purpurea—produces initial 
digitalization in but 6 to 10 hours, instead of days. 
Digitaline Nativelle, the original digitoxin, also offers 
these advantages: 


¢ Virtual freedom from locally induced nausea and 
vomiting. 

* Uniformity of potency—dosage calculated on basis of 
weight of drug. 


* Rapid and complete absorption direct from the 
stomach; intravenous dose identical with oral. 


* Free from the inert dross of whole leaf digitalis. 


° Average digitalizing dose, 1.2 mg.; maintenance dose, 
from 0.1 mg. to 0.2 mg. daily. 

Physicians are invited to send for complimentary copy of the 

brochure “‘ Management of the Failing Heart,” and a clinical 

test sample of Digitaline Nativelle sufficient to digitalize one 

patient. 


VARICK PHARMACAL COMPANY, INC. 


A Division of E. Fougera & Co., Inc. 
75 Varick Street, New York 13, N. Y. 


INE NATIVELLE 


REG. PAT. OFF. 


THE ORIGINAL DIGITOXIN 
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without injections 


The distressing complaints of the menopause can be promptly and effectively 
relieved by ORAL treatment with Lynoral. It provides highly potent, well- 
tolerated estrogen therapy at a cost so low that it can be prescribed even for 
patients of very restricted means. For Lynoral is the Roche-Organon brand of 
ethinyl estradiol which has “a potent estrogen effect...with greater economy;” 
in fact, it produces a “definite therapeutic response”! in doses as low as one- 
fiftieth of a milligram! Available in 0.05 mg tablets (scored for convenient 
dosage adjustment), bottles of 30, 60, and 250. ROCHE-ORGANON, INC, 
Roche Park, Nutley 10, New Jersey. 


(1) F. E. Harding, Am. J. Obst. & Gynec., 48:481, 1944 










ROCHE-ORGANON 


REG. U. S. PAT. OFF 
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: stable... 
palatable 








choline ‘’ | 
@ 


(THE LIPOTROPIC FACTOR) d 





—is now available in a pleasantly flavored syrup for 
oral administration in the form of— 


syrup choline 
dihydrogen citrate 


(Flint) 


Choline is effective in maintaining normal blood fat levels and is 
useful in the prevention of fatty infiltration of the liver, in the 
treatment of marked fatty degeneration of the liver and in chronic 
liver damage resulting from systemic infections. It is also of value 
in the prevention of hemorrhagic degeneration of the kidney re- 
sulting from alipotropic diets. 


How Supplied: Pint (16 fluidounce) bottles and gallons. 


Tasting sample and literature on request 





FLINT, EATON & COMPANY 


DECATUR e ILLINOIS 
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The elderly patient, the postoperative case, the 
convalescent—all are subject to intestinal atonic- 
ity, resulting in constipation. 

Cholmodin acts correctively in the atonic bowel. 
It contains deoxycholic acid (11% gr.), a natural 
eliminant, and extract of aloes (34 gr.), the gentle 
colon stimulant. 

The mild action of Cholmodin is particularly 
applicable in corrective therapy, where diminish- 
ing dosages can be employed in re-establishing the 
tone of the intestinal tract. 

Recommended dosage: for habitual constipa- 
tion, 1 to 2 tablets 2 to 3 times daily; as an oc- 
casional laxative, 2 tablets with a glass of water on 
retiring. “ 
Available in boxes of 50 tablets. 


AMES COMPANY, Inc. 


Successors to Riedel - de Haen, Inc. 
ELKHART, INDIANA 


















MANDELAMINE 


Reg. U.S. Pat. Off. 


(Meth ») 


iS AN ESPECIALLY EFFECTIVE 
URINARY ANTISEPTIC 


Safety, ease of administration, and char- 
acteristically prompt action combine to 
make Mandel. an ially efficient 
agent in the treatment of urinary infec- 
tions in children and in elderly patients. 

Freedom from drug toxicity is an important 
consideration to the busy physician who is 
unable to maintain patients under close medi- 
cal supervision. Mandelamine may be con- 
fidently prescribed in therapeutic dosage 
virtually without consideration of toxic effects. 








NEPERA CHEMICAL CO. INC, PR eeon sss 
21 Gray Oaks Ave. 

Yonkers 2, New York Street 
Please send me literature, and a 

physician’s sample of Mandela- ; 
mine, City. wercccses 


NEPERA 


Manufacturing Chemists 


CHEMICAL CO. 
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Uncomplicated oral administration of Man- 
delamine requires no supplementary acidifi- 
cation, restriction of fluid intake, dietary 
control, or other special measures. Only in 
those infections due to urea-splitting organ- 
isms, may accessory acidification be necessary. 
Early control of common urinary infections 
is the characteristic response to Mandelamine 
therapy. Disturbing urinary symptoms are 
usually alleviated rapidly and, in the absence 
of obstruction, the urine is promptly cleared of 
organisms in a high percentage of cases. 





cocceccccccevevesccces+ M.D. 


SRE Ree meee eee ter bateeseeee Pewee eee eee eeee es ereseesesereeee 


INC. 


Yonkers 2, New York 
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SYSTEMIC REHABILITATION |e 





DARTHRONOL 


for the Hath 


SOUTHERN MEDICAL JOURNAL 41 





Even in advanced stages of chronic arthritis, 
adequate systemic therapy, combined with op- 
timal nutrition and such adjuvant measures as 
physiotherapy and orthopedic appliances, can 
do much to abolish pain and restore useful 
function. 

The combined pharmacodynamic and nutri- 
tional actions of 
its nine constitu- 
ents make Dar- 
thronol an im- 
portant integral part of any complete program 
of systemic rehabilitation of the arthritic. 


J.B. ROERIG and COMPANY 
536 Lake Shore Drive . Chicago 11, Illinois 


ONEFUNCTION RESTORED 


EACH CAPSULE CONTAINS: 
Vitamin D (irradiated Ergosterol) . 50,000 U.S.P. Units 


Vitamin A (Fish-Liver Oil)........ 5,000 U.S.P. Units 
ce Aer | ere ee 75 mg. 
Thiamine Hydrochloride... ......--e2065- 3 mg 
GROW yy 5:5 wine ce dninsies Sears vas een's 2 mg 
Pyridoxine Hydrochloride. ..........+5++- 0.3 mg. 
Calcium Pantothenate........-..2+eeeeee 1 mg. 
DUGURNIE gk onc Sek oan cunt cspeddveree 15 mg. 
Mixed Tocopherols.......-..--eeeeeeees 4 mg. 


7-2 (Equivalent to 3 mg. of synthetic Alpha Tocopherols) 
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dangerous age 


when urinary stasis 
invites infection 





In patients over fifty, a common urologic 
complaint is that of frequent and painful 
urination, with some degree of pyuria, 
usually without fever or systemic effect— 
the syndrome of mild cystitis. 

To combat the infection and to prevent 
its recurrence, which is frequent when 
urinary stasis is present, physicians find 
that Uro-Phosphate provides methena- 
mine therapy at its best. You will find 
Uro-Phosphate reliable, safe and effective 
—both for treatment and for continued 
prophylaxis. Uro-Phosphate is not only 
effective in cystitis, but also in pyelitis, 
in non-gonorrheal prostatitis, and in pre- 





venting infection from instrumentation. 


Uno-Phoiphaler 


Each tablet contains Methenamine, 7 gr. 
and Acid Sodium Phosphate, 10 gr. 
SUPPLIED IN AIRTIGHT, SEALED BOTTLES OF 100 TABLETS 


.m P Tarr. o 


RICHMOND, viRGinia 
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hypochromic anemia | 





constant problem 





Hypochromic anemia is a constant problem for the physician. Malnutrition, dietary 
whims, chronic hemorrhage, and clinical conditions that impair assimilation of iron 
are contributing factors in the development of iron deficiency. « For control of 
hypochromic anemia, more and more physicians are prescribing ‘Ribothiron’ Tab- 
lets or ‘Ribothiron’ Elixir, because these preparations are specifically designed for 
efficiegt prophylaxis and treatment of this condition. ¢ Both ‘Ribothiron’ Tablets and 
‘Ribothiron’ Elixir provide ferrous sulfate, clinically the most effective and best toler- 
ated form of iron, plus two essential vitamins of the B-complex—thiamine hydro- 


chloride (vitamin B,) and riboflavin (vitamin B,)—which may be necessary for normal 





absorption and utilization of iron . . . Sharp & Dohme, Philadelphia 1, Pa. 


Each sugar-coated tablet contains: 


Ferrous sulfate exsiccated ........ 0.2 Gm. (3 gr.) 
(equivalent to 0.27 Gm. [4.3 gr.] ferrous sulfate U.S.P.) 
Thiamine hydrochloride (Vitamin B;). . . . 0.5 mg. 


6 9 Riboflavin (Vitamin Bz). ......... 0.5 mg. 
Supplied in bottles of 100 and 1,000 tablets. 
‘ | y } | Dosage: One tablet four times daily, after each meal and upon 
c_\ 4 retiring. 


Tablols and Elixir ip Each fluidounce of this palatable elixir contains: 





see ae 1.3 Gm. (20 gr.) 

P Thiamine hydrochloride (Vitamin B,). . . . 2 mg. 
errous Sulfate with i 

Wianies 6, and & Riboflavin (Vitamin Be)... ......- 2 me. 


Supplied in pint and gallon bottles. 


Dosage: One dessertspoonful four times daily, after each meal 
and upon retiring. 
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WHEN CHRONIC ILLNESS INCREASES 
THE NUTRITIONAL NEEDS 





Chronic disease, whether febrileorneo- milk can play an important role in 
plastic, imposes many additional meta- augmenting the intake of the very 
bolic demands upon the organism. _ nutrients needed. This nutritious food 


Paradoxically, appetite is apt to wane drink provides biologically adequate 
at this time, making satisfaction of protein, readily utilized carbohydrate, 


these requirements difficult. In conse- —_ highly emulsified fat, B complex and 
quence, weakness becomes excessive other vitamins including ascorbic acid, 
and the ability to resist secondary in- _ and the essential minerals iron, calcium, 
fection is impaired. phosphorus. Its delicious taste assures 

Because it containsallofthenutrients patient Cooperation, since it is taken 
known to be essential, the dietary sup- with relish, even when most other foods 


plement made by mixing Ovaltine with —_ are refused. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three servings daily of Ovaltine, each made of 
Y2 oz. of Ovaltine and 8 oz. of whole milk,* provide: 


sacvestersncese 669 VITAMIN A...... .... 3000 1.0, 
os meres | VITAMIN Bi.... ... 1.16 mg. 
GIs vssces: pruned 31.5 Gm. RIBOFLAVIN.............. 2.00 mg. 
CARBOHYDRATE. .. +. 64.8 Gm. Re. 
GE ciccccseccsceces Bana VITAMIN C............... 3.00 mg. 
PHOSPHORUS............. 0.94 Gm. VITAMIN D............... 417 LU. 
SUR iiasuniacmacwnnens 12.0 mg. SEED vacravenexasa cere 0.50 mg. 








*Based on average reported values for milk. 
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Supplied in individual treatment packages; each 
containing 1 vial of a concentrated extraction 

in absolute alcohol, of the carefully dehydrated leaves of 
the plant (Rhus toxicodendron or Rhus diversiloba) so 
standardized that each cc. contains 1 mg. of the 

resinous extractive which contains the toxic principle of 
the plant. This concentrate is capable of producing the 
dermatitis upon contact with the skin of sensitive individuals. 
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As prophylaxis 

for the patient susceptible 

to contact dermatitis 

caused by Poison Ivy and 
Poison Oak, 

Pitman-Moore Company offers: 


allergenic extract of 
e 

poison 

7 

ivy 

WITH STERILE DILUENT 


allergenic extract of 
* 
poison 


oak 
WITH STERILE DILUENT 


The package also contains separate 
vials of diluent, permitting the 
desired dilutions to be made 
immediately prior to use, thus 
offering the practical equivalent 

of fresh, extemporaneously 
prepared solution. 


Complete literature to 
physician upon request. 
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% It is generally conceded that prolonged and continuous 
Ww administration of alkalis for chemical neutralization of 
‘ gastric hydrochloric acid inaugurates detrimental sequelae... 
Yet, hyperchlorhydria in peptic ulcer and chronic gastritis 
requires positive correction, both for the comfort of.the patient 

and healing of the underlying lesion. 


‘ Kamadrox produces the required relief without the undesirable 
sequelae. Acid neutralization is accomplished, in part, by the physical 

property of adsorption; the chemical action is of a nature which does not 

cause acid rebound; an excess of Kamadrox cannot result in alkalosis. 


Kamadrox consists of magnesium trisilicate— an insoluble and neutral powder— 

which produces continuous and prolonged acid neutralization without alkalinization; 

aluminum hydroxide — insoluble, neutral, and astringent — which neutralizes acid 

by adsorption of the hydrogen ions, uncomplicated by a secondary acid rise; and colloidal 

kaolin—an inert silicate—which coats the mucosa with a protective layer, and adsorbs 
bacteria and toxins. 


A rational compound, constructed on sound therapeutic principles, Kamadrox is a remedy of 
choice in the management of peptic ulcer, gastric hyperacidity, chronic gastritis and gastroenteritis. 


THE S. E. MASSENGILL COMPANY, Bristol, Tenn. -Va. CYI©@D 
NEW YORK + SAN FRANCISCO «+ KANSAS CITY C 
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Kamadrox 
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In the pro ylaxis and treatment of Jrromic anemia, 
Endoglobin tablets supply an © ective combination 
ins, livet, and iron. Its ysefulness 4S a hematinic 
states, and during 


sidue (secondary 


Ferrous 
ploride, 1.0 mg: 


: Liver Re 


tablet 
m 10 Gm. of fresh liver, 0.2 Gm. 
Thiamine Hydroc 


10.0 még. 













containing, in 
addition, 50 mg- ascorbic ac giobin-C 
tablets are useful in hypochromic anemias 
concomitant deficiency of vitamin C. Bo 
able on pres¢ 


and Endoglobin-C are avail ription 
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NUMOTIZINE, INC., 900 N. FRANKLINST., CHICAGO. ILL. U.S.A 
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Penicillin Vaginal Suppositories Schentey, each containing 
100,000 units of peniciflin calcium, are indicated in the : 
treatment of tafections of the lower genital traci, e.g., vaginitis, — 
caused by, os associated with, penicilim-sensitive organisms, Ss 
: exclusive of the gonococcus. May aiso be of value is the 
prophylaxis of infections of the uterus, adnexa, 2nd lower 



























Trade Mark reg. U. S. Pat. Off 





IMPROVE 
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Theocalcin, brand of theobromine-calcium salicylate, 





Council Accepted 


In Congestive Heart Failure 


For the reduction of edema, to diminish dyspnoea and to strengthen 
heart action, prescribe Theocalcin, beginning with 2 or 3 tablets t. i. d., 
with meals. After relief is obtained, the comfort of the patient may 
be continued with smaller doses. Well tolerated. 


Available in 734 grain tablets and in powder form. 


.Bilhuber-Knoll Corp. Orange, N. Je, 


March 1947 








YOUR RESULTS 


IN CANCER OF THE CERVIX 





ec high percentages of 5-year cures 
in Carcinoma of the Cervix are reported by institu- 
tions employing the French technique illustrated 
here. Ametal rubber applicators encase the heavy 
primary screens and provide ideal secondary filtra- 
tion to protect the vaginal mucosa. Radium or Radon 
applicators for the treatment of Carcinoma of the 
Cervix and provided with Ametal filtration are avail- 
able exclusively through us. Inquire and order by 
mail, or preferably by telegraph or telephone revers- 
ing charges. Deliveries are made to your office or 
hospital for use at the hour you may specify. 


THE 1 RADIUM EMANATION CORPORATION 


GRAYBAR BUILDING - Tel. MUrray Hill 3-8636 ~- NEW YORK, N. Y. 














‘ 
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FOR THE WHOLE OF VITAMIN B 


During the time of the Caesars, Martellus Bromaeus, on 
taking charge of the Roman Military Surgeons’ Academy, 
said: 





“Do not assume for one single moment that we know all and everything about 
the human body and its functions. In fact, we know very little, and we have 
to keep searching without cessation for new scientific facts. I can tell you 
right here that the human body can not get along without an abundance of 
the substances which are so richly found in nature and probably some others 
which we might not be able to see or guess. A time will come when these 
mysterious substances will be known to physicians so that they can be put to 
their best therapeutic use.”—A. Kronfeld, “History of Medicine.” 


ried rain grown brewers’ yeast remains, as yet, the standard for the whole of what McCol- 
, g 

m termed the Vitamin B Complex, in nutrition, laboratory research and in medicine where 
u 





the physician wants to be sure. 


Photographs 1 and 2, from animal laboratory feeding tests, well illustrate. 





1. Thiamin, riboflavin, and nicotinic acid, parts 
of Vitamin B, in otherwise complete diet. 





2. Vitamin Focd Company’s Dried Brewers Yeast, sole 
source of Vitamin B, in otherwise complete diet. 


Samples sent to physicians and hospitals 


VITAMIN FOOD COMPANY, INC. 





: Vitamin Research Laboratories, Inc. 


: 187 Sylvan Avenue Newark 4, N. J. 
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ee es (0-T0$-MO-SAN provides 2 new 
, Sulfa combination of 

NOTE: ceabanen ) base, completely water-tree aig 
Where there is an intact ear drum, neither eens, 
Sulfonamides nor Urea are effective . .-and 
under these conditions AURALGAN is indi- 
cated. 


WARNING! 

i of the Sulfonamides 
should be avoided —s0 that infectious organ- 
isms do not become *“sulfa-fast” or patients 

“sensitive” to Sulfa. 


THE DOHO CHEMICAL ae On 


NEW YORK 13, N Y lel, Bi 
REAL 














“M.E. S. C0.” 


OPHTHALMIC AND NASAL 


Ointments 





Manhattan Eye Salve Company 


Incorporated 1063 
-65 Bardstown Road, 
LOUISVILLE 4, KENTUCKY 
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VI-SYNERAL 
VITAMIN DROPS 


Now providing natural vitamin D from 
rich fish liver sources, and increased po- 
tencies of vitamins A and C... with pyri- 
doxine and pantothenic acid added... 
Vi-Syneral Vitamin Drops is unexcelled as 
a multivitamin supplement for the infant's 
diet. NO INCREASE IN PRICE. 


more than vitamins A and D alone 
Each 0.6 cc. provides: 


5000 U.S. P. Units 
Vitamin D*............. . 1000 U.S. P. Units 


Pyridoxine (Be) 


*Natural vitamins A and D 
CONTAINS NO ALCOHOL 


In 15 ce. and 45 cc. packages 
with dosage marked dropper. 


U. S. VITAMIN CORPORATION 


250 East 43rd Street © New York 17, N. Y. 


i<¢g 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
RICHMOND 20, VIRGINIA 


Medicin Surgery 
ALEXANDER G. BROWN, JR., M.D. CHARLES R. ROBINS, M.D. 
MANFRED CALL, III, M.D. ee! N. MICHAUX, M.D. 
M. MORRIS PINCKNEY. M.D. STEPHENS GRAHAM, M.D. 
ALEXANDER G. _— Ill, M.D. CHARLES R. ROBINS,, JR., MD. 
JOHN D. CALL, M.D. CARRINGTON WILLIAMS, M.D. 
‘ RICHARD A. MICHAUX , MD. 
Obstetrics and Gynecology: 
WM. DURWOOD SUGGS, M.D. Urological Surgery: 
SPOTSWOOD ROBINS, M.D. FRANK POLE 


M.D 
MARSHALL P. GORDON, jJR., M.D. 
Ophthalmology, Guateopngetegys 


W. L. MASON, Oral Surgery: 
GUY R. HARRISON, D.DS. 
Pediatrics: 
ALGIE S. HURT, Roentgenology and Radiology: 
CHARLES PRESTON MANGUM, M.D. FRED M. HODGES, M.D. 
L. O. SNEAD, M.D. 
Pathology: HUNTER B. FRISCHKORN, jR., MD. 
REGENA BECK, M.D. RANDAL A. BOYER, 
Bacteriology: Piguintonees: 
FORREST SPINDLE ZELLE SILAS, R.N., R.P.T.T. 


Director: 
MABEL E. MONTGOMERY, R.N., M.A. 








CITY VIEW SANITARIUM 


For MENTAL and NERVOUS DISEASES 
and ADDICTIONS 


Established in 1907 
AN ENTIRELY NEW PLANT ERECTED IN 1922 


Separate buildings for men and women, ideally arranged and equipped with every facility for the 
comfort, care, and treatment of the class of patients received. 


It is upon the character of service rendered, rather than upon physical facilities that the reputa- 
tion of such an institution must rest, and to give every patient the maximum of individual atten- 
tion and unremitting care at all times is the basic principle of our work. An efficient organiza- 
tion exists in all departments. There is maintained an abundantly sufficient staff of capable 
nurses, divided into day and night shifts, assuring to every patient constant service through each 
of the twenty-four hours of the day. At midnight this service is as real as at midday. 


Situated in the midst of a fifty-acre tract and surrounded by a large grove and attractive lawns. 


JOHN W. STEVENS, M.D. WILL CAMP, M.D. 
Founder Medical Director 
NASHVILLE R. F. D. No. 1 TENNESSEE 


Reference: The Medical Profession of Nashville 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions 
Established in 1925 
Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients:. 
All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also a 
spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, overlooking 
the city, and surrounded by an expanse of beautiful woodland. Ample provision made fer diversion and helpful 
occupation. Adequate night and day nursing service maintained. 


James A. Becton, M.D., Physician-in-charge James Keene Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 
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Westbrook Sanatorium 


g EsTABLISHED 1911 
14 RICHMOND, VIRGINIA 


For the Treatment of NERVOUS and MENTAL DIS 
4 ORDERS and Addictions to ALCOHOL and DRUGS 


THE STAFF: JAS. K. HALL, Dept. for Men PAUL V. ANDERSON, Dept. for Women 
ASSOCIATES: Ernest H. Aldean, M.D Rex Blankinship M.D., John R. Saunders M.D, 


mas FE, Painter, 
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OTOMIDE—topical sulfonamide-analgesic medication— 
offers these advantages in otologic therapy : 


1 Effective in BOTH acute AND 
chronic otitis media. 


Has enhanced antibacterial potency. 
Diffuses more completely into infected tissues. 


Effects micro-debridement by chemical 
action on necrotic tissues. 


Promotes effective local analgesia—without 
impaired sulfonamide activity. 


Is free from unphysiologic alkalinity or 
distressing side actions, 


7 Rapidly controls noxious odor of 
purulent discharge. 


White’s Otomide is a stable solution of 5% Sulfanilamide, 
10% Urea (Carbamide) and 3% Anhydrous 
Chlorobutanol in a specially processed glycerin vehicle 
of unusually high hygroscopic activity. 

Supplied in dropper bottles of Yz fluid ounce (15 cc.) 


BIBLIOGRAPHY 


Strakosch, E. A. and Clark, W. G.: Minn. Med., 26 :276-282 (Mar.) 1943. 


Tsuchiya, H. M. et al. : Proc. Soc. Exp. Biol. and Med., 
50 :262-266 (June) 1942. 


McClintock, L. A. and Goodale, R. H.: U. S. Naval Med. Bull., 
41 :1057-1064 (July) 1943. 


Mertins, P. S. Jr.: Arch. Otolaryng., 26 :509-513 (Nov.) 1937. 


Ashley, R. E.: Trans. Am. Acad. Ophth. and Otolaryng., 
46 :257-264 (July-Aug.) 1942. 
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ELLIOTT OTTE, Busines: Manager 
Box No. 4, College Hill 
CINCINNATI, OHIO 






a 






The 
Cincinnati Sanitarium 
Inc. 1873 
For Mental and Nervous Diseases 
A strictly modern hospital fully 
equipped for the scientific treatment 
of nervous and mental affections. 
Situation retired and accessible. For 
details write for descriptive pamphlet. 
Emerson A. North. M.D. 
Charles Kiely, M.D. 
Visiting Consultants 
D. A. Johnston, M.D. 
Medical Director 































“REST COTTAGE” 


For purely nerv- 
ous cases, nutri- 
tional errors and 
convalescents. 


College Hill, Cincinnati, 















Completely 
equipped for 
hydrotherapy, mas- 
Sages, etc. 


Cuisine to meet 
individual needs. 


Emerson A. North, 
M.D. 

Charles Kiely, 
M.D. 


Visiting 
Consultants 


D. A. Johnston, 
M.D., Medical 
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For Patients With 
Alcoholic Problems 


—The Farm 


A non- institutional arrangement in 
Howard County, Maryland, for the 
individual psychological rehabilitation 
of a limited number of selected vol- 
untary patients with ALCOHOL prob- 
lems — both male and female — un- 
der the psychiatric direction of 


Robert V. Seliger, M.D. 
CITY OFFICE: 
2030 Park Avenue, Baltimore, Md. 








TUCKER HOSPITAL, INC. 


212 West Franklin St. (Corner of Madison) 
RICHMOND, VIRGINIA 


This is a private Hospital for the Neuro- 
logical Practice of Drs. Beverley R. Tucker, 
Howard R. Masters and James Asa Shield. 


The Tucker Hospital is for the treatment 
of nervous and endocrine diseases. There 
are departments of massage, medicinal exer- 
cises, hydrotherapy and physiotherapy. The 
Hospital is large and bright, surrounded 
by a lawn and shady walks, large verandas 
and has a roof garden. It is situated in 
the best part of Richmond and is thorough- 
ly and modernly equipped. The nurses are 
specially trained in the care of nervous 
cases. 














BRAWNER’S SANITARIUM 


Established 1910 


SMYRNA, GEORGIA 


(Suburb of Atlanta) 


@ For Nervous and Mental Disorders 
Drug and Alcohol Addictions 


JAMES N. BRAWNER, M.D. 
Medical Director 
ALBERT F. BRAWNER, M.D. 
Department for Men 
JAMES N. BRAWNER, JR., M.D. 


Department for Women 




















HOYE’S SANITARIUM 


“In the Mountains of Meridian” 
MERIDIAN, MISS. 


Diagnosis and Treatment of NERVOUS 
AND MENTAL DISEASES, ALCOHOLIC 
AND DRUG ADDICTIONS. Especially 
equipped for the treatment of MENTAL 
DISORDERS and those requiring BLEC- 
TRO-SHOCK THERAPY. Convalescents, 
elderly people and mild chronic mental 
cases also admitted. 


Write P. O. Box 106 or Telephone 524 


Dr. M. J. L. Hoye, Supt. 


Fellow of the American Psychiatric 
Association 
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THE season of throat affections is 
here. 


Thantis Lozenges have proved espe- 
cially effective in soothing and reliev- 
ing these conditions. The effective- 
ness of Thantis Lozenges is due to 
two active ingredients: 


Merodicein* an antiseptic which ‘ 
prevents the development of bacteria 
even in great dilution 


Saligenint a mild local anesthetic 
which relieves the discomfort of ae 
throat infections. as 


Thantis Lozenges are antiseptic and 
anesthetic for the mucous membranes 
of the throat and mouth. Complete 
literature on request. - 


Supplied in vials of twelve lozenges 
each. 
* Merodicein is the H. W. & D. trade name for monohy- 


droxymercuridiiodoresorcinsulfonphthalein-sodium. 
t Saligenin is orthohydroxybenzylalcohol, H. W. & D. 





HYNSON, WESTCOTT & DUNNING, Inc. 
‘Baltimore 1, Maryland 
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ADVENTURES IN THE ESOPHAGUS* 


By JoHN TILDEN Howarp, M.D. 
Baltimore, Maryland 


Have you heard of the dismemberment of the 
Gastro-Intestinal Empire? It has missed the 
headline news, I know, but it has been accom- 
plished surely, quietly, and almost painlessly. 
Indeed, I daresay that some gastro-enterologists 
have not been conscious of the partitioning of 
their domain by the roentgenologists, the parasi- 
tologists, the proctologists, and the ctolaryngol- 
ogists. So frequently has the gastro-enterologist 
asked for the help of these specialists that he too 
often has become dependent upon them; he finds 
himself referring his patients to the parasitol- 
ogist for microscopic examinations which he or 
his technician might do (or be trained to do), to 
the proctologist for inspection of the rectum and 
lower sigmoid, to the roentgenologist for ski- 
agraphic studies of the gastro-intestinal tube, 
and to the otolaryngologist for endoscopic ex- 
amination of the esophagus. While it is ad- 
mitted that the principal advances in gastro- 
enterology have been made by “specialized 
specialists,” would it not be wise for the practic- 
ing gastro-enterologist to be trained in all pro- 
cedures (that do not require surgical incisions) 
which are necessary to make diagnoses of gastro- 
intestinal diseases? In the apprenticeship of the 
gastro-enterologist there should be work in the 
laboratory of the parasitologist, in the clinic for 
rectal surgery, in the part of roentgenology that 
has to do with the study of the digestive tube 
and its appendages, and, not least, in peroral 
endoscopy. Technical ability thus acquired keeps 


— 


*Chairman’s Address, Section on Gastroenterolo S 

- _A > gy, Southern 
Medical Association, Fortieth Annual Meeting, Miami, Florida, 
November 4-7, 1946. 
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the physician whose chief interest is in diseases 
of the digestive tract from becoming, in a kind 
of puppet government, merely a clerk who 
refers to this or that specialist; it keeps the 
gastro-enterologist in full charge of his field, it 
broadens his interests, and at the same time it 
unites, for the purpose of diagnostic study at 
least, the Gastro-Intestinal Empire. Incidentally, 
it should effect a financial saving to the patient, 
for he may have most of his diagnostic examina- 
tions made by one physician. 


The simplest form of peroral endoscopy, gas- 
troscopy with the flexible gastroscope, has been 
promoted chiefly to gastro-enterologists and to 
internists by Dr. Rudolf Schindler. Gastroscopy 
has been made so simple and so safe that within 
a few years most gastro-enterologists will be 
making such examinations (if they do not do so 
already) as most internists now do electrocardi- 
ography. But with the flexible gastroscopes 
which are now in use, the esophagus cannot be 
inspected as the instrument is introduced or 
withdrawn and no one can use the gastroscope 
for a long period without having the desire to do 
esophagoscopy as well. The gastroscopist comes 
to feel that the upper end of the gastro-intestinal 
tube is a part of his province and that he should 
be able to explore it. His urge for adventure in 
the esophagus becomes particularly strong when 
patients are referred to him for studies of the 
upper gastro-intestinal tract after a hemorrhage 
has occurred there and when the esophagus, 
stomach, and duodenum have been pronounced 
roentgenologically negative. Frankly, one gastro- 
enterologist was ashamed of his inadequacy when 
he said to the general practitioner, who already 
had had no help from roentgen studies of his 
patient following a hemorrhage from the upper 
part of the gastro-intestinal tract, “Doctor, I 
suppose that the presence of esophageal varices 
should be absolutely excluded by esophagoscopy ; 
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the otolaryngologist will do that and then I will 
make a gastroscopic examination.” More than 
once the same gastro-enterologist said to the 
family of a patient who complained of dysphagia, 
“The symptoms and the x-rays are quite con- 
clusive. I believe that Mr. X probably has a 
cancer of his esophagus.” To himself he said, 
“How I'd like to prove it by biopsy!” 


Stimulated by curiosity, by a sense of inade- 
quacy or frustration, and by a sort of patriotism 
to the Gastro-Intestinal Empire, we observed 
esophageal procedures off and on for many years. 
We were impressed by the ritual which accom- 
panied instrumentation in some clinics and by its 
simplicity in others. The High Church ritualists 
with their aseptic technic combined bronchoscopy 
with esophagoscopy in their parochial school and 
drove us to the camp of the plainer Low Church- 
men. But there no one was interested in teaching 
us esophagoscopy through practice, though every- 
where we were welcomed as an observer. At 
length the esophagoscopic urge became so great 
that we decided to learn by doing and we tried 
the procedure on edentulous candidates for gas- 
troscopy. Inspection of the gullet was surpris- 
ingly easy in the early cases and our adventures 
in the esophagus began. We were delighted be- 
cause the instrumentation which we had feared 
was actually quite simple. 

Accessory factors in the ease of our esophagos- 
copies have been a hypodermic of 16 mg. of 
morphia an hour before the examination, ponto- 
caine (2 per cent) anesthesia as for gastroscopy, 
a nurse with a quiet and reassuring manner, and 
Dr. Jackson’s ‘‘Sermon on Relaxation.” 

Our principal aid, however, has been a flex- 
ible obturator which has opened the constrictors 
of the pharynx in a most satisfactory way. It is 
well known that the most difficult and, perhaps, 
the most dangerous part-of esophagoscopy is the 
passage of the ‘scope through the lumen at the 
junction of the pharynx and the esophagus. In 
a thick-necked, tense, and powerful man a tight 
cricopharyngeus muscle is sometimes an almost 
insurmountable obstacle to esophagoscopy. With- 
out an obturator, one must wait, wait, wait, and 
during that waiting the patient senses that one is 
in trouble and he becomes more and more tense. 
With the use of an obturator there is rarely much 
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difficulty at the cricoid and the procedure is cop. 
siderably shortened. 


The use of an obturator in passing open tubes 
into the gullet is not new. It was done on the 
continent years ago and it was employed in using 
the open-tube gastroscope there. Even Dr. Jack. 
son, the elder, who opposed the use of the 
obturator, used a “lumen finder.” We have 
learned from Dr. Jerome Cook of St. Louis that 
some of his colleagues who were trained in Ger- 
many passed through the ’scope a waxed bougie 
of the calibre of the internal diameter of the 
instrument when they came to a tight crico- 
pharyngeus; then they would introduce the in- 
strument into the upper esophagus over the 
bougie. The obturator which we have used was 
devised by the late Dr. E. B. Freeman of Bal- 
timore about 1941 and we wish to show it here 
(Fig. 1). On the end of a brass rod, which is 
supported on guides, guides that are grooved to 
slide over the channel for the light carrier and 
the channel for the suction tube in a Jackson 
‘scope, is a finger of rubber, 8.5 cm. in length. 
This has the same diameter as the bore of the 
‘scope and it, too, is grooved to fit the channel. 
Its end is beveled to about the same degree as 
the tip of the ’scope. The esophagoscope is passed 
under direct vision to the constrictors of the 
pharynx. If it does not pass them easily, the 
obturator is inserted while the ‘scope is in place 
and by touch alone it is passed through the con- 
strictors; it is quite flexible and it has never 
done damage to our knowledge. No more pres- 
sure is required than is necessary in passing the 
tip of the flexible gastroscope from the pharynx 
into the esophagus. The rubber finger projects 
about 5.5 cm. beyond the metal end of the 
‘scope and, when it has been introduced its full 
length, the ’scope is advanced by touch for ap- 
proximately that same distance. Then the 
obturator is withdrawn and the open lumen of 
the gullet is seen ahead; one may then pass the 
instrument downward to the cardia with direct 
vision. Sometimes the obturator is again useful 
in getting the scope into the stomach. We know 
that some persons may disapprove of the passage 
of the rather pointed Jackson esophagoscope by 
touch alone for as much as 5.0 cm. But the gullet 
is always studied for abnormalities roentgeno- 
scopically or roentgenographically before the es0- 
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Fig 


Jackson esophagoscope with obturator which facilitates 


phagoscope is passed, just as it is similarly ex- 
amined before gastroscopy. With gentleness the 
chance of injury to the tissues is extremely re- 
mote; the obturator leads the way. 


CARDIOSPASM 


Once in a long period during which we con- 
templated venturing into the esophagus, we were 
disturbed by an accident in the treatment of a 
patient who had simple cardiospasm pr achalasia. 
Probably the accident discouraged and delayed 
our activity in investigating abnormal conditions 
in the gullet for ourselves; but it taught the 
importance of gentleness in an indelible way. 

Mrs. J. C. F. (J. H. H. No. 124504) a housewife, 67 
years of age when she came to see us in 1941, had been 
studied by a consultant in Baltimore in 1937 because 
of dysphagia and pain in the right upper quadrant. At 
that time roentgenograms had revealed gallstones and 
cardiospasm with some dilatation of the esophagus. 
Antispasmodics and soft foods had been prescribed, but 
the patient had had some increase in her dysphagia, 
though pain was not very striking. She noted that the 
difficulty in swallowing was most marked when she 
dined away from her home and at times there was some 
embarrassing regurgitation. Her pillow would be soaked 
at night wth saliva. The patient had maintained her 
weight. 

Fig. 2 shows the esophagus of Mrs. F. Of it the 
roentgenologist said, “Esophagus is dilated; it is quite 
active; tone is preserved. No filling defect seen in the 
esophagus. Obstruction is due to achalasia.” 

With the enthusiasm of the tyro we advised Mrs. F. 
to have the cardia dilated by a confrere, who then was 
doing such work. With the passage of metal olives over 
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its passage through the constrictors of the pharynx. 


a previously swallowed thread, the patient’s dysphagia 
improved strikingly. In an attempt to make deglutition 
perfectly normal, our colleague tried to pass a Plummer 
dilator. He was unable to get the device past the con- 
strictors of the pharynx and he did not seem to use 
much force. About an hour after the instrumentation 
had been attempted, Mrs. F. complained of pain in her 
throat and of pharyngeal dysphagia. Her temperature 
rose to 102° and within two hours the leukocytes were 
22,000 and swelling appeared on the right side of her 
neck. We were most concerned about Mrs. F. and 





Fig. 2 


Esophagus of Mrs. J. C. F. showing simple cardiospasm. 
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fluids were administered parenterally and sulfanilamide 
was given her. The leukocytes reached a maximum of 
28,000 but pus did not form, and the inflammation sub- 
sided, leaving a living patient for the family—and a few 
gray hairs for us. Mrs. F. retained the benefit of the 
dilatations with metal bougies and her son wrote us 
on October 8, 1944, that she had no trouble taking solid 
food. 


But all cases of achalasia do not respond satis- 
factorily to dilatations with No. 45 and No. 60 
French bougies. How may greater dilatation be 
accomplished quite safely? 


Early in the course of our adventures Mr. W. H. L. 
(U. M. H. No. 98249) 68 years of age, was brought to us 
from the Eastern Shore of Maryland by his physician, 
who (without our coaching) seemed to feel that his 
patient presented a problem for the gastro-enterologist. 
Mr. L. had had dysphagia for eighteen months and he 
had lost twelve pounds in the preceding five weeks. After 
roentgen examination it was obvious that he had cardio- 
spasm (Fig. 3). 


A thread was put down and over it metal bougies 
of No. 45 and No. 60 French calibre were easily passed 
through the cardia. The patient’s ability to swallow 
was subjectively improved but he failed to gain weight. 
When he first came to us March 9, 1942, he weighed 
138 pounds; on August 3 of that year his poundage was 
only 139%. We wished to give him more forcible 
dilatation at the cardia but, remembering Mrs. F., we 
were afraid to use the Plummer instrument. 


= 





Fig. 3 


Esophagus of Mr. W. H. L. showing cardiospasm. An 
ee dilator was required to obtain a good functional 
result. 
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In August of 1942 we saw for the first time 
in the equipment of the otolaryngologist, a 
Tucker pneumatic dilator for use in the treat. 
ment of cardiospasm (Fig. 4). This instrument 
is a flexible tube about 18 mm. in diameter with 
a weighted end which carries it through the con- 
tracted cardiac sphincter. Just above the weighted 
tip is a cylindrical bag which can be inflated with 
air so that the gullet may be stretched widely, 
The position of the bag may be determined be- 
fore the fluoroscope and its inflation may be 
seen clearly. Because the tube is flexible, the 
patient does not have to throw his head back- 
ward during the procedure and he is relatively 
cooperative when he can expectorate easily and 
when he does not cough and choke on aspirated 
saliva and esophageal content. 

The Tucker dilator was used in Mr. L.’s case August 
17, 1942, and he was at once strikingly better. When 
he returned to Baltimore on October 26 he had had no 
trouble at all with dysphagia and he weighed 148 


pounds. His cardia was dilated again with Dr. Tucker's 
instrument. 


When Mr. L. consulted us again in October of the 
following year because of difficulty in voiding, he 
weighed 155 pounds. 

Thus you see that we were not in command of 
the situation in our early work with cardiospasm 
until the Tucker instrument came to our atten- 
tion. 

Dramatic increases in weight following treat- 
ment of patients with cardiospasm are not un- 
usual. Our most striking result was the gain 
made by Mrs. M. D. F. (U. M. H. No. 96713) 
following dilatation with the Tucker instrument. 
She weighed 131 pounds in April of 1943 just 
before her cardia was dilated. On December 15, 
1944, she weighed 225 pounds. 


We have been very much interested in the 
problem presented by patients with symptoms 
of cardiospasm but without roentgenologic signs. 
Dr. Vinson has written, “Unless evidence of 
obstruction is present in the esophagus following 
the ingestion of barium, cardiospasm should not 
be diagnosed.” He believes that cardiospasm is 
different from intermittent “spasm at the 
cardia,” a condition in which there is recurring 
pain and dysphagia without much dilatation of 
the gullet and rarely regurgitation of food. At 
present we believe that patients with inter- 
mittent spasm of the cardia do not develop dila- 








= 
>? 


-—- poinmb'posearrm ro =a o 














Vol. 40 No. 3 


tation and objective signs of delay in the passage 
of barium from the esophagus into the stomach. 
We have wondered whether these patients should 
be managed with dilatations or with antispas- 
modics and sedatives. Our rule in their treatment 
is to dilate the cardia only when attacks of 
dysphagia persistently follow a fair period of 
management with drugs. In this group who have 
no objective enlargement of their gullets, about 
half have been benefited by dilatations. In re- 
flecting the emotions the esophagus resembles the 
other viscera and mechanical measures are not 
always effective when objective evidence of 
trouble is absent. Though we believe that cardio- 
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spasm is a psychosomatic condition, we rarely 
ask for psychiatric help in its treatment. Such 
therapy has been disappointing as we have ob- 
served it in patients who have dilated esophagi. 

The passage of the Tucker dilator under 
fluoroscopic control seems to us to be so satis- 
factory and safe that we now rather rarely con- 
sider an esophagoscopic examination to be neces- 
sary in the management of patients with true 
cardiospasm. The roentgen diagnosis of the con- 
dition, with the fusiform or stocking-foot dilata- 
tion of the esophagus and the smooth contours 
of the shadow at the point of obstruction, is quite 
reliable. Now, too, we rarely pass the metal 





Fig. 4 
Tucker dilator. 
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bougie before the dilatation. Once (Fig. 5) we 
found such a degree of redundancy of the gullet 
that the Tucker type of dilator curled up in the 
redundant esophagus. This patient would not al- 
low esophagoscopy or the passage of a Plummer 
dilator because his family physician had told 
him that these instruments would rupture the 
esophagus; probably a Plummer could have been 
properly placed and the dilatation accomplished. 
In another patient (Fig. 6), who had had a 
plastic operation on the cardia, the Tucker would 
not pass. This patient had the outlet of his gullet 
enlarged surgically. If the instrument does not 
enter the stomach easily, we now suspect that 
the diagnosis of cardiospasm is incorrect. 


No doubt you have remarked concerning the 
weight which we give to roentgenoscopy and to 
roentgenography in making our diagnoses. Just 
as biopsies which show no tumor are occasion- 
ally obtained from patients who have carcinoma 
of the esophagus, so cardiospasm may be diag- 
nosed roentgenologically when a gastric car- 
cinoma occludes the lower end of the gullet. 
Usually, there is relatively little dilatation of 
the esophagus when obstruction at its lower end 
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is caused by a gastric cancer. We learned go 
much from the case of Mrs. L. L. that we wish to 
sketch it here. 


In October of 1943, Mrs. L. L. (U. M. H. No. 112154) 
a widow, 53 years of age, was referred to us for treat. 
ment after the roentgenologist had diagnosed cardio. 
spasm from fluoroscopic examination and films of the 
gullet. The history was compatible with such a diag- 
nosis, for Mrs. L. said that two years previously, when 
she was living under considerable strain, she had had a 
sudden attack of sharp pain in the upper abdomen and 
behind hér sternum so that her breath seemed to be 
cut off. She was given a hypodermic after the pain had 
lasted for three hours. One month following the acute 
attack of pain, the patient’s husband died very suddenly 
of heart disease and she tried to carry on his business, 
though she was emotionally upset. She began to lose 
weight. One year before we saw Mrs. L, she had de- 
veloped a feeling of pressure behind her sternum and it 
had been present intermittently. The sensation of pres- 
sure had increased in severity and in frequency in the 
five months before she consulted her physician and it 
had not been related to exertion. At the same time 
that the sensation of pressure had become more annoy- 
ing, the patient developed dysphagia. This had become 
progressively worse and only liquids had been taken. 
She had lost from 195 pounds to 93 pounds in two years. 
Just prior to her admission to the hospital she had had a 
sensation of crushing or of constriction over her heart 
and a sensation that she could not get her breath. 





Fig. 5 


An extremely redundant esophagus following long-standing 
cardiospasm. Tucker dilator curled up in the esophagus 
and could not be gotten through the cardia. 


Fig. 6 


Esophagus of patient with cardiospasm which had been 
treated surgically and in which the Tucker dilator could 
not be passed into the stomach. 
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Roentgenograms (Fig. 7) showed a dilated esophagus 
with a smooth constriction at the cardia. Most of the 
pictures did not show the upper end of the stomach 
well but in one ‘the cardiac end might have passed as 
normal. 

Esophagoscopic examination was done and the gullet 
was definitely and diffusely inflamed. The cardiac orifice 
appeared to be normal but, when the rubber obturator 
was pushed into the stomach, there was considerable 
bleeding. Unfortunately a biopsy, which should have 
been taken, was not made; we thought that no tissue 
suitable for biopsy presented at the examination. Twice 
a No. 41 F metal bougie was passed to the cardia over a 
thread but it could not be pushed into the stomach. 

Suspecting a malignancy at the cardia because of the 
tightness of the stricture and because of the bleeding 
which the rubber obturator had produced, we, with 
some trepidation, suggested that possibility to the roent- 
genologist. He made another fluoroscopic examination 
but he did not change his diagnosis. 

Aware of’ our amateur status in the esophagus, we 
attempted to pass our old friend, the Tucker dilator, 
but it would not go far enough into the stomach to allow 
the bag to reach the point of the constriction. Then 
from the otolaryngologist we borrowed mercury-filled 
bougies and, after many attempts, we passed the larger 
of these through the cardia before the fluoroscope. This 
dilatation was sufficient to allow the Tucker to be 
placed satisfactorily and the bag was distended with air. 
One could see a constriction in the bag as though a wire 
had been tied around its middle; the stricture would 
not dilate with air pressure. We felt that the stricture 
was a fibrous one and again we considered the diagnosis 
of carcinoma. 

Our procedures had not helped the patient appreciably 
and her physician amicably brushed us aside and he 
asked a surgeon to explore her upper abdomen. Of 
course, an extensive carcinoma of the cardiac end of the 
stomach was found and a gastrostomy was done. 


How difficult it was for us to learn that the 
spasm of achalasia always gives way easily before 
metal sounds and before mercury-filled bougies 
and that very tight strictures are not those of 
spasm! How much ineffective punishment the 
patient would have been spared had a biopsy 
been taken at esophagoscopy and had less atten- 
tion been given to the roentgen diagnosis! 

One of our colleagues, a gastro-enterologist 
who is venturing into the esophagus also, has 
had a similar case. In a hospital the roentgen- 
dlogist said that the patient had cardiospasm; 
our friend could not pass the Tucker dilator into 
the stomach; later another roentgenologist made 
the diagnosis of carcinoma of the esophagus; 
and, finally, a cancer was found at an operation 
when gastrostomy was done. 
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CICATRICIAL STRICTURES OF THE ESOPHAGUS 


In Baltimore the otolaryngologists and pedi- 
atricians continue to see most of the esophageal 
strictures which follow the ingestion of lye and 
of other caustics; probably there are fewer such 
cases now than there were twenty-five years ago, 
for the public has been educated to keep caustics 
out of the reach of children and suicide can be 
accomplished more comfortably than by taking 
corrosives. We had the opportunity of seeing in 
consultation a psychopathic patient who had 
swallowed lye about six weeks previously. We 
advised dilatation by the passage of graduated 
metal olives over a thread but, when the patient 
refused to swallow the thread, we were in no 
position to proceed further at that hospital. The 
otolaryngologist there opened the gullet through 
the esophagoscope. We have had under treat- 
ment a woman of 74 years of age who took lye 
with suicidal intent last April. An occasional 
dilatation with metal olives continues to be 
necessary. 


We see once in a while a benign stricture of 
the middle third of the esophagus for which there 
is no known etiology. These are dilated as 





Fig. 7 


Obstruction at cardia incorrectly diagnosed as cardiospasm. 
It was the result of carcinoma of the cardiac end of the 
stomach. 
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necessary with metal bougies passed over a 
previously swallowed thread. 


Recently we have had several cases of con- 
genital short esophagus with a stricture at the 
junction of the stomach and the gullet. One of 
these patients had relatively mild symptoms and 
he was given gentle dilatation with the Tucker 
instrument. Though these strictures are fibrous 
ones, the Tucker passed through quite easily 
and there was no striking local constriction of 
the bag when it was inflated. Another case was 
more interesting. 

Miss T. M. D. (J. H. H. No. 337351), a Government 
clerk, 47 years of age, and a victim of a mild form of 
Raynaud’s disease, began to have trouble swallowing 
meat and solid foods eleven months before she was 
sent to Baltimore in November of 1944. For the two 
months preceding her examination she had been taking 
only liquids and she had lost twenty-three pounds 
since mid-summer. In her home city she had had 
skiagraphic studies and an esophagoscopic examination 
after which the program had been one of watchful 
waiting, a plan not satisfactory to her, so she had come 
to Baltimore. 


The internist who saw Miss D. found her to be over- 
weight in spite of the loss of twenty-three pounds in the 
preceding three months; he thought it likely that she 
had cardiospasm, for she also had the vascular spasm 
of Raynaud’s. 















































Fig. 8 


Esophagus of Miss T. M. D. showing 
congenital shortening of the gullet. 


stricture with 
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With other tests, he requested that she be interviewed 
by a psychiatrist, that she have a roentgen study of 
her gullet, and that an esophagoscopic examination be 
made. The psychiatrist diagnosed a “tension state” 
which was compatible with cardiospasm. The roentgen. 
ologists reported the esophagus to be normal; no cardio. 
spasm was demonstrated. We began Miss D.’s esoph. 
agoscopic examination with the feeling that it was simply 
a routine procedure. However, at the lower end of the 
esophagus was a stricture which was smooth and eccen. 
tric and we did not take a biopsy. With apologies to 
the roentgenologists for our presumption, we requested 
that the-films of the gullet be retaken. This time they 
were reported (Fig. 8), “The examination of the esoph- 
agus shows a definite and persistent constriction in the 
lower third. There also appears to be some disturbance 
in the mucosal pattern at the site of the constriction, 
These changes would indicate the presence of an organic 
lesion, most likely a neoplasm.” 


Following the second report of the roentgenologists, 
a second esophagoscopic examination was made, for we 
considered it most important to take tissue for biopsy. 
While the patient’s throat was being anesthetized she 
showed us for the first time a copy of a report which 
had been given her by the roentgenologist in her city 
when he had read her films in the summer of 1944, 
The report stated that a carcinoma of the lower end of 
the esophagus had been suspected. 


The biopsy taken from the stricture was reported 
to show normal gastric mucosa. A third esophagoscopic 
examination was made a fortnight later and another 
biopsy was taken from tissue at the upper end of the 
stricture. This was said to show chronic inflammation in 
granulation tissue and more normal gastric mucosa. 


These reports of normal gastric mucosa above the 
diaphragm with an esophageal stricture suggested the 
diagnosis of congenital short esophagus with stricture 
formation, a rather common finding in such conditions. 
Sounds were passed over a previously swallowed thread 
and the stricture was dilated from one which allowed 
a No. 17 French bougie to pass with difficulty to one 
which allowed a No. 45 French sound to pass. The 
patient now eats a general diet but she has trouble 
occasionally when she takes fresh bread. She continues 
to have a gassy dyspepsia, though her dysphagia is 
very much better than before the dilatations. Every few 
months she has a stretching. 


CARCINOMA OF THE ESOPHAGUS 


When a cancer of the esophagus is diagnosed 
‘roentgenologically, biopsy is so simply done 
that we always advise it. Following Dr. Vinson’s 
rule, we never positively make the diagnosis of 
a malignancy in the gullet unless excised tissue 
shows carcinoma to be present. However, 4 
probable diagnosis of carcinoma may be made 
from roentgenograms. Rarely a piece of meat, 
the fiber of an orange, or other food material 
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may become fixed in the stricture of a spasm 
or in that of benign stenosis and produce a fill- 
ing defect similar to that of a malignant tumor. 
It is a good practice to have the roentgen studies 
of the gullet made before the endoscopy is done. 
The procedures are complementary and one may 
reveal pathology which is missed by the other. 


It is unnecessary for us to review specific ex- 
periences with malignancies of the gullet, for you 
have all seen these tragic cases and you have all 
been disappointed with therapy in them. It has 
seemed to us that a malignancy of the gullet may 
be managed according to one of three plans: the 
cancer may be let alone and given no treatment 
until obstruction is almost complete; then gas- 
trostomy may be done. Or there is palliative 
treatment with mechanical dilatation of the stric- 
tured esophagus plus treatment with the roentgen 
ray and gastrostomy at the very end. This course 
we recommended in our discussion of a paper 
read before this Section in 1944, Lastly, an 
attempt may be made to remove the growth com- 
pletely with surgery. Prior to 1945 that seemed 
to us to be a kind of euthanasia, for the mor- 
tality from the operation was so high. Of course, 
the mortality from non-operative treatment was 
even higher, but we hesitated to advise radical 
therapy when the odds against the patient’s sur- 
vival of the surgical procedure were so great. Re- 
moval of a primary cerebral tumor was a most 
successful enterprise when compared to the re- 
moval of an esophageal cancer and we felt that 
the Old Man with the Scythe still had some 
rights. However, in the past two years we have 
seen two patients survive the removal of a car- 
cinoma of the esophagus. We have heard of Dr. 


Sweet’s successes in Boston and the reports of, 


the successes of other thoracic surgeons have 
come to us. So, of late, we have become a 
shade more optimistic about the surgical treat- 
ment of esophageal cancer and our present plan 
is to tell the family (and, perhaps, the patient) in 
favorable cases, of the successes of surgery and 
to allow them to decide between radical surgery 
and conservative treatment with dilatations and 
radiation. If the abdomen should be opened for a 
preliminary operation of any sort, we think it 
would be wise for the surgeon to search for 
metastases in lymph nodes around the esopha- 
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ageal hiatus. If metastases should be found, we 
would oppose any operation in the chest. 


FOREIGN BODIES IN THE ESOPHAGUS 


We have not yet begun a collection of coins 
and seeds and staples and pins which we have 
removed from the gullets of patients, for only 
once have we been asked to look for such foreign 
bodies. Then a chicken bone was thought to be 
lodged in the esophagus but we could not find it 
and the patient recovered uneventfully. How- 
ever, we have removed the seeds of oranges and 
pieces of meat which have occluded organic stric- 
tures. In December of 1943, we were asked to 
remove a foreign substance from the gullet of 
Mrs. H. S. (J. H. H. No. 168177) 80 years of age. It 
was impacted karaya gum (Saraka) and it was removed 
through the esophagoscope when aspiration with stomach 
tubes had failed. The patient developed pneumonia and 
recovered from that only to die of cardiac failure. At 


necropsy the esophagus was reported by the pathologists 
to be normal. 


ESOPHAGEAL VARICES 


Probably we too seldom consider bleeding 
from esophageal varices in our differential diag- 
nosis of hemorrhage from the upper gastro- 
intestinal tract. Even in the absence of hepatic 
enlargement and ascites we believe that varices 
should be looked for in every case in which usual 
roentgen studies fail to demonstrate a lesion. 
As a rule, varices can be demonstrated on skia- 
grams but occasionally we have seen them at 
esophagoscopy after the roentgenologists had de- 
livered a negative report. As we see it, injection 
of sclerosing solutions into these varices is the- 
oretically rational and practically valuable in 
prolonging the lives of persons who have hepatic 
cirrhosis with hemorrhages from their upper 
gastro-intestinal tracts. 

On May 2, 1946, a surgical colleague asked us to see 
a man (J. H. H. No. 383973) 66 years of age who had 
just had a hemorrhage with tarry stools. These had 
occurred about once a year for nine of the ten preced- 
ing years but in 1945 he had had gross bleeding every 
two or three months. Studies elsewhere had revealed 
no source of the hemorrhage. At our initial examina- 
tion we noted a palpable spleen and, though the liver 
could not be felt and there was no ascites, we thought 
the diagnosis of hepatic cirrhosis with bleeding esoph- 
ageal varices to be a likely one. Of skiagrams of the 
gullet the roentgenologists said, “The lower end of the 
esophagus persistently shows slight irregularity of the 
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borders seen in profile. The changes are compatible with 
the diagnosis of varices but they are certainly not 
typical.” But at esophagoscopy huge varices were found 
and the patient was returned to the x-ray department 
for a second examination. The second report read, “The 
examination of the esophagus confirms the previous ob- 
servations. Large varicose veins demonstrated.” 

The patient bled profusely and he had nineteen trans- 
fusions between the time of his admission and his surgi- 
cal exploration by our colleague who thought that he 
might ligate the left coronary vein until he got into the 
peritoneal cavity. There he found so many adhesions with 
such extensive collateral circulation that he decided that 
exploration would do more harm than good, for it would 
break down vascular adhesions; he took a fragment of 
liver for microscopic examination and closed the ab- 
domen. Following the operation the patient continued to 
bleed and he had four additional transfusions. It was 
apparent that the patient would bleed to death if let 
alone and that he had nothing to lose and everything to 
gain from any form of treatment. We injected sodium 
morrhuate into several varices at four esophagoscopies 
and the patient needed no more transfusions after the 
first injections. He left the hospital on July 8 when he 
was still somewhat anemic. He was well until October 
10 when he again had tarry stools and he was re- 
admitted to the hospital. He said that he had been 
perfectly well prior to the day before admission and he 
asked for the treatment which had helped him so much 
in June. He had three more injections of varices with 
two transfusions and he left the hospital feeling fit on 
October 26. 


When he will have another hemorrhage no 
one knows, but in the early summer it seemed 
probable that the injection of sclerosing solutions 
was life-saving. Even if permanent cures can- 
not be obtained by injecting esophageal varices, 
it now seems to be worth-while palliative therapy. 

But we have talked too long and there must 
be an end to our anecdotes. Do you accuse us 
of “flag-flapping” and of inciting revolution 
against the otolaryngologists in order to annex 
the esophagus to the Gastro-Intestinal Empire? 
Have you wondered how our confreres in the 
otolaryngologic field have accepted our attempts 
to work in the gullet? It is certainly conceivable 
that they might resent the intrusion of those 
whom they might call untrained sophomores. We 
have found the endoscopists of Baltimore and 
other cities to be very cooperative with our work 
in the esophagus; they have given advice freely; 
they have loaned instruments; and they have 
generously said that esophagoscopy is a proper 
field for the gastro-enterologist just as they have 
said that bronchoscopy is in the province of the 





March 1947 





thoracic surgeon and of the specialist in tuber. 
culosis. Gentlemen, the esophagus is in your 
province. We hope that some of you will explore 
it further and work in it. 





EXOPHTHALMOS IN RELATION To 
ORBITAL TUMORS* 


REPORT OF EIGHT CASES 


By S. B. Forbes, M.D. 
Tampa, Florida 


The diagnosis of exophthalmos, unilateral 
or bilateral, is not always difficult, but the 
quest for the etiologic factor causing the global 
protrusion may in certain cases be especially 
complicated. Friedman’ recently demonstrated a 
method of assisting in the diagnosis of unilateral 
exophthalmos by roentgenography. 

My purpose in this paper is ‘to discuss 
exophthalmos resulting from tumors of the orbit 
and neighboring structures in the light of per- 
sonal experience in my practice. Eight cases 
of unilateral exophthalmos are reported, in four 
of which the proptosis was caused by a pri- 
mary orbital tumor; in three, the tumor had 
its origin outside the orbit, and in one, a 
primary pseudotumor was apparently the cause. 

A lipoma was present in Case 1. This isa 
rare type of orbital growth, as indicated by 
Reese? Poppen* and other authors. In Case 2, 
the tumor was a squamous cell carcinoma about 
the left orbit and sphenoidal ridge. In this re- 
gion this malignant growth is rare, occurring 
much less frequently than the meningioma. 
Presumably, it is metastatic, but the primary 
focus was not discovered in this case. The 
tumor in Case 3 was a large pyocele of the 
ethmoid, and in Case 4 a typical mucocele of 
the ethmoid was present. In Case 5, the tumor 
developed following a second thyroidectomy and 
was possibly associated with an exophthalmic 
goiter after two operative procedures. Tre- 
mendous hypertrophy, edema and infiltration of 
the muscle cone and the extraocular muscles, pat- 
ticularly the inferior rectus, were present. The 





*Read in Section on Ophthalmology and Otolaryngology, South- 
ern Medical Association, Fortieth Annual Meeting, Miami, Florida, 
November 4-7, 1946. 
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pattern of this case is like that of cases reported 
by Dunnington and Berke* in their comprehen- 
sive review of the subject of exophthalmos asso- 
ciated with chronic orbital myositis. A true pri- 
mary pseudotumor was in all probability the 
etiologic agent in Case 6, the exophthalmos dis- 
appearing after. irradiation therapy. Although 
whether the condition was tumorous or non- 
tumorous was not determined, this case is in- 
cluded in this series because of the relative sig- 
nificance of such a condition in the diagnosis of 
the causative factor of exophthalmos. In Cases 
7 and 8, a benign cavernous hemangioma was 
the cause of the proptosis. The hemangioma is 
one of the commonest orbital tumors. Reese? 
reported 25 hemangiomas among 109 lesions pri- 
mary in the orbit; exophthalmos was associated 
with 20 of them. 


REPORT OF CASES 


Case 1—B. J. H., a Negro man, aged 53, in November, 
1944, complained of protrusion of the left eyeball of 
six months’ duration, inconstant diplopia and nervous- 
ness. Exophthalmos of 6 mm. was present in the left 
eye. Motility was slightly limited in all directions in 


Fig. 1b 


Figs. la and 1b, Case 1.—Photographs show preoperative 
and postoperative views of patient with orbital lipoma. 
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this eye, and in the extremes of vertical, horizontal and 
torsional positions there was variable diplopia. The 
vision was 20/30-2. On deep orbital palpation no 
tumor could be detected, nor in repeated roentgen 
studies. Irradiation of the orbit brought no benefit. At 
operation, the approach was through the transcon- 
junctival route described by Reese,2 and a large fatty 
mass with capsule was removed without great difficulty. 
The pathologic diagnosis made by Dr. H. R. Mills was 
lipoma. Postoperatively, corneal complications of a 
punctate superficial type developed, but subsided under 
treatment. A slight enophthalmos is now present (Fig. 
33. 


Case 2.—Mrs. S. B. W., a white woman, aged 71, 
related in August, 1944, that she had had trouble with 
the left eye for a year, protrusion of the globe for two 
months, an ache of considerable intensity in the left 
side of the face, a feeling of fullness about the left eye 
and recent failing vision in this eye, also to a lesser 
extent in the right eye. Motility was limited in the left 
eye, and exophthalmos of approximately 5 mm. was 
present. The left palpebral fissure measured 14 mm. and 
the right 12 mm. No pupillary reaction to light or 
accommodation was present in the left eye. No tumor 
mass could be palpated in the left orbit, and the globe 
could be forced back into the orbit with little difficulty. 
No light perception was present in this eye. In the right 
eye the vision corrected to 20/40. In this eye there was 
pronounced concentric contraction of. the fields for form 
and color with great increase in the size of the blind spot. 


The general physical examination and the rhinologic 
check, including nasopharyngoscopic examination, gave 
negative results. Roentgen examination, made by Drs. 
J. C. Dickinson and Charles M. Gray, demonstrated 
decalcification of the body and left lesser wing of the 
sphenoid with great destruction of the superior margin 
of the superior orbital fissure and left lesser sphenoidal 
wing (Fig. 2). There was no roentgen evidence of a 
primary lesion elsewhere. 


The patient was referred to Dr. Claude C. Coleman 
of Richmond, Virginia, who performed an exploratory 
operation under local anesthesia through a left frontal 
flap, exposing the left anterior fossa and sphenoidal 
ridge. There was a tumor mass over the posterior part 
of the orbital plate and further evidence of the tumor 
around the optic nerve. Biopsy established the diagnosis 
of squamous cell carcinoma. Wide involvement pre- 
cluded removal, and deep roentgen therapy was unavail- 
ing. The patient died in April, 1945. 


Case 3—J. A. F., a girl, aged 434, was examined in 
April, 1946. The complaint was gradually increasing 
protrusion of the right eye of three years’ duration. 
Proptosis of about 7 mm., a greatly widened palpebral 
fissure and lowering of the lower margin of the bony 
orbit were present. With the patient under general 
anesthesia, a hard mass could be made out along the 
inner border of the orbit. Great enlargement of the 
ethmoid labyrinth on the right side and also bony 
asymmetry of the lower and lateral orbital wall were 
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demonstrated roentgenologically. 
nosis of mucocele was made. 


A preoperative diag- 


At operation, with the patient under sodium “pen- 
tothal” anesthesia, the usual ethmoidal incision was 
made. On exposing the region of the posterior lacrimal 
crest, a large amount of mucopurulent fluid escaped. 
The cavity was enormous, extending back to the apex 
of the orbit, and it is remarkable that there was no 
encroachment on the nasal cavity. The operative result 
was good (Fig. 3). 


Case 4—Mrs. E, H. F., a white woman, aged 70, had 
for three years noticed prominence of the right eye and 
stuffiness of the right nostril when she consulted me 
in August, 1941. Exophthalmos of 7 mm. was present, 
and a large doughy mass was palpable on the inner 
portion of the orbit. Nasal examination revealed pro- 
nounced bulging of the ethmoid region mesially with 
the middle turbinate tightly impacted against the 
septum. The general physical examination gave negative 
results. Roentgen studies suggested the presence of a 
mucocele. The external operation performed under gen- 
eral anesthesia disclosed a typical mucocele of great 
size. The operative results were excellent. 


Case 5—L. J. C., a white man, aged 54, suffering 
from hyperthyroidism for years, had twice been sub- 
jected to thyroidectomy. When he consulted me in May, 
1946, he related that following the second operation, 
proptosis and diplopia had developed in the left eye, 
with the globe becoming painful, reddened and irritated 
Much medical treatment, including pituitary 


at times. 
and thyroid therapy, had proved ineffectual. The prom- 
inence of the globe had been present over one year and 
the patient had become very depressed over the condi- 
tion. 


Fig. 2, Case 2 


Roentgenogram shows bone destruction of the superior 
margin of the superior orbital fissure and left lesser 
sphenoidal wing with general destruction of the region 
caused by squamous cell carcinoma. 
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On ocular examination, moderate conjunctival injec- 
tion of the left globe, no elevation of the eye, a yer. 
tical imbalance of about 30 prism diopters, greatly 
limited motility and a pronounced diplopia exaggerated 
in the upper field were noted. The vision corrected to 
20/20 and 20/50, in the right and left eye respectively. 
The left globe could not be forced back into the orbit, 
nor could it be elevated with forceps; a mass could be 
palpated, particularly below and to the temporal side. 
The exophthalmos present was about 7 mm. There was 
some contraction of the visual fields for form and color, 
particularly in the left eye. Examination of the eye- 
grounds’ gave essentially negative results. Increased 
density of the left orbit was demonstrated roentgen- 
ologically. 


The general physical examination and serologic tests 
gave negative results, and the basal metabolic rate was 
within normal limits. A tentative diagnosis of orbital 
tumor, probably associated with the exophthalmic goiter 
after thyroidectomy, was made. The duration of the 
proptosis suggested that there would be no spontaneous 
recession and that further conservative measures would 
be of no avail. A Kronlein lateral orbitotomy, modified 
by use of the electric saw on the thickest portion of the 
bony wedge, was done with the patient under sodium 
“pentothal” anesthesia. The lateral and inferior rectus 
muscles were of tremendous size from the muscle cone 
forward to the globe, the inferior rectus easily approxi- 
mating the size of the little finger of the average adult, 
The muscle cone showed a comparable increase in size. 
The mesial and superior rectus muscles showed little 


Fig. 3b 


Figs. 3a and 3b, Case 3.—Photographs show anterior pe 
preoperatively and anterior view postoperatively of a chil 
with a large pyocele of the right ethmoid. 
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gross alteration. Some tissue was carefully removed from 
the muscle cone, and an amount sufficient to leave a 
strip of muscle of normal size was removed from both 
the inferior rectus and the lateral rectus. The path- 
ologic report of Dr. Mills follows: 

“The tissue from Mr. L. C. consists of five specimens, 
the largest measuring about 8 mm. in diameter and the 
smallest 4 mm. Microscopical sections show no evi- 
dence of malignancy. The sections consist predominantly 
of striated muscle, associated with considerable replace- 
ment fibrosis. In some areas there are foci of lympho- 
cytes. Opinion: The picture is that of chronic myositis.” 

So far as the exophthalmos was concerned, the re- 
sults were very satisfactory (Fig. 4). Some hyperphoria 
developed, however, which improved under exercise to 
the extent that vertical prisms of moderate degree fused 
the images. 


Case 6—Mrs. A. R. L., a white woman, aged 46, had 
for four months noticed protrusion of the left eye, 
tenderness of the globe and at times a dull ache, prior 
to consulting me in June, 1944. The proptosis had come 
on rather suddenly. The patient was of the opinion that 
the ocular condition was improving. She had recently 
been in poor health, having had a low grade fever for 
some time and general rheumatic pains. 

Exophthalmos of 5 mm. was present as were widen- 
ing of the palpebral fissure and questionable diplopia 
in the lower field. The left globe was moderately sen- 
sitive. A definitely firm mass could be palpated below 
the globe. General physical examination was negative. 
The blood picture, blood Kahn and blood cholesterol all 
gave only negative evidence. Roentgen studies showed 
slightly increased density of the left orbit. Biopsy was 
refused as the patient and her family were certain that 
the condition was improving. 

The situation remained apparently stationary for sev- 
eral weeks despite various kinds of general therapy, in- 
cluding the administration of calcium and iodine, and 
also. pituitary and thyroid medication. Irradiation was 
then given in fractional doses with gradual improvement 
of the exophthalmos. There was an eventual residuum 
of about 1 mm. of exophthalmos, contrary to the usual 
enophthalmos and sinking in of the tarso-orbital fascia 
reported in the average case of pseudotumor.2 At no 
time was there any evidence of granulomata elsewhere. 
While the actual diagnosis in this case was not definitely 
determined, it is my belief that the firm retrobulbar mass 
of appreciable size, regressing with conservative measures 
or perhaps spontaneously, was in all probability a 
pseudotumor. 


Case 7—Miss A. C., a white woman, aged 45, in July, 
1942, complained of gradually increasing protrusion of 
the left eye over a period of four years, associated at 
times with pain, tenderness of the globe, lacrimation 
and recently progressive diminution of vision. The gen- 
eral health had been good. The father had glaucoma. 

_ Ocular examination revealed exophthalmos of 6 mm. 
in the left eye. The exophthalometer readings were 8 
mm. for the right eye and 14 mm. for the left eye. Ex- 
cept for restricted lateral movement of the globe, motility 
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was good. On deep orbital palpation, a smooth mass 
of appreciable size, yielding to slight pressure and def- 
initely movable, was detected in the upper temporal 
portion of the orbit. It seemed to become larger when 
the patient coughed or put the head down. The orbital 
rim was firm and not eroded. Tension was 24 and 15 
Schiotz in the right and left eye, respectively. In the 
fundus of the left eye there was evidence of blurring of 
the temporal border of the disk, and moderate venous 
engorgement was present. 


Uncorrected vision of 20/40 in the right eye and 
20/200 in the left eye corrected to 20/20 and 20/40. 
The result of the manifest refraction in the left eye was 
+1.75 S combined with a +0.50 cylinder axis 90. This 
finding was confirmed by skiascopic examination with 
the use of homatropine paredrine. With the usual pres- 
byopic addition a Jaeger 1 was obtained in the right eye 
and a Jaeger 2 in the left eye. Examination of the 
visual fields showed contraction for form and color and 
a moderate enlargement of the blind spot in the left eye. 
No diplopia was elicited in any position of the eyes. 
There was a vertical error of 2 degrees associated with 
an exophoria of 3 degrees at both distance and near. 


The general physical examination gave negative re- 
sults, as did all serologic tests. The level of the blood 
cholesterol was 178 mg. per hundred cubic centimeters. 
Roentgenologically, the left orbit was slightly less radi- 
ant than the right. Hyperostosis was not present. 


Fig. 4b 


Figs. 4a and 4b, Case 5.—Photographs of a patient with 
chronic orbital myositis and hypertrophy with great devia- 
tion of the left globe downward with no elevation, asso- 
ciated with pronounced exophthalmos. Anterior view pre- 
operatively and anterior view postoperatively are shown. 
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A clinical diagnosis of benign tumor of the posterior 
lateral portion of the left orbit, probably a hemangioma, 
was made. This conclusion was based on the ready mov- 
ability of the mass, the moderate disturbance of the 
vision and the visual fields, the slow progress of the 
disease, and the absence of pain, discomfort, bruit, thrill, 
extraneous contributing factors, erosion of the bony 
orbit or other change demonstrable roentgenologically. 
Apparent increase in the size of the tumor on change 
of position of the head or on straining as in coughing 
was also an important factor. 


On July 27, with the patient under gas-ether anes- 
thesia, the Kronlein operation was performed. The 
electric saw was used for resecting the bony wedge. On 
opening the periorbita, a large dark blue mass of vas- 
cular tissue with a tremendous dome was encountered. 
It was apparently not adherent and was easily separated 
from the surrounding orbital tissue. The body of the 
tumor extended deep into the orbit. The problem of its 
removal intact was solved by placing a fine catgut loop 
with a slip knot around the mass anteriorly immediately 
behind the apparent dome, tightening it and then slipping 
a second similar suture down to the middle of the mass 
and tightening it. With the two in place and used to 
produce mild traction, it was not difficult to place a 
third suture around the base of the tumor and tie it 
three times. No bleeding occurred. Excision of the 
tumor without rupture of the capsule was effected. 


The pathologic diagnosis confirmed the clinical diag- 
nosis. Dr. Mills’ report follows: 


Fig. 5b 


Figs. 5a and Sb, Case 7.—Preoperative anterior view and 
early postoperative anterior view of a patient with 
cavernous hemangioma of the left orbit. 
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“The tissue is a pedunculated encapsulated sojg 
growth measuring 2.5 by 1.5 cm. and is of a bluish 
black color. The cut surface is rather spongy and of a 
dark brown color. Microscopic sections show no eyj. 
dence of malignancy. The sections consist of a congeries 
of large blood sinuses separated by coarse trabeculae of 
connective tissue. Opinion: Benign cavernous hem. 
angioma of the orbit.” 

The patient was dismissed from the hospital on the 
seventh postoperative day and made an uneventful re 
covery. Refraction on September 11, seven weeks after 
the operation, was for the left eye +0.50 S combined 
with a +1.25 cylinder axis 90. The vision at distance 
was 20/20, and at near with the usual presbyopic addi. 
tion a Jaeger 1 was obtained. Comparison with the pre. 
operative refraction emphasizes the refractive change, 
The fields for form and color were normal, There was 
now a slight enophthalmos with a slight pseudoptosis 
resulting. 


In May, 1943, ten months postoperatively, the ex- 
ophthalmometer reading was 8 mm. for the right eye 
and 9 mm. for the left eye. The residuum of ptosis of 
the lid of the left eye had disappeared, as had also an 
early postoperative limitation of the lateral movement 
of the globe. No vertical muscle imbalance was now 


present. The preoperative exophoria was converted into 
a very mild esophoria at distance and near. The blurring 
of the disk of this eye and the venous engorgement 
were no longer present. In December, nearly a year and 
a half after the operation, the exophthalmometer read- 
ing was 9 mm. for the right eye and 8% for the left 
eye. There was now slight vertical muscle imbalance, 


for which a prism was inculcated in the corrective lens. 
Slight esophoria was still present (Figs. 5 and 7). 


Case 8.—Mrs. O. M. C., a white woman, aged 23, con- 
sulted me in February, 1946. She complained of prom- 
inence of the right eye for six or eight months previously 
and recent hemorrhage in the lower portion of the eye. 
Exophthalmos of 6 mm. was present in this eye. Directly 
below the limbus in the vertical meridian of the right 
eye there was a rather extensive subconjunctival, or 
more lately termed intraconjunctival, hemorrhage. Mo- 
tility was fairly good although there was some limita- 
tion in the extreme limits in all directions. The pupillary 
reactions, both individual and consensual, were normal. 
The uncorrected vision was 20/100 in the right eye and 
20/30— in the left eye, correcting to 20/30 and 20/30+. 
At near, a Jaeger 2 was obtained in the right eye and 
a Jaeger 1 in the left eye. 

Retinal venous engorgement was noted in the right 
eye, and there was blurring of the margins of the disk. 
In the visual fields there was concentric contraction for 
form and color in the right eye and to a lesser extent 
in the left eye. A right hyperphoria of 134 degrees was 
present at distance and near. On deep orbital pal- 
pation, no tumor mass could be made out on inclina- 
tion of the head far forward or on coughing. The skia- 
scopic findings under a mydriatic were for the right eye 
+1.00 cylinder axis 120 and for the left eye —0.50 
cylinder axis 180. The tension was 30 Schiotz in each 
eye. 
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The general physical examination gave negative re- 
sults, as did all other examinations and tests. Roentgen 
studies showed general though minimal haziness of 
the entire optic area on the right side, but no evidence 
of destruction of bone or erosion. A diagnosis of hem- 
angioma of the orbit was made, but its location in the 
orbit was in doubt. It was concluded that it was not 
in the upper temporal region, the usual location of this 
type of tumor. 


On February 19 at the Tampa Municipal Hospital, 
with the patient under sodium “pentothal” anesthesia, 
a Kronlein operation was performed according to the 
technic described in Case 7. It was necessary to sever 
the tendon of the external rectus as no tumor mass 
could be located on opening the peri- 
orbita. On deep palpation of the ex- 
treme posterior inner aspect of the orbit, 

a large mass was discovered. With much 

difficulty and every effort to avoid 

trauma to the optic nerve, the dome of 

a large hemangioma was exposed. Care- 

ful dissection was carried to the base 

of the tumor. A portion of the mass 

was then clamped and excised; the re- 

mainder was caught with another clamp 

and likewise excised. No bleeding of 

consequence occurred, The external 

rectus was sutured back to its original 

attachment, and the periorbita was 

closed in the usual manner, A silkworm-gut drain was 
inserted, and the lids were sutured together. This opera- 
tive procedure was most difficult, requiring over three 
hours to complete because of efforts to protect the optic 
nerve and central vessels. 

The pathologic report, made by Dr. Mills, indicates 
the unusual size of the tumor: 

“The orbital tissue from Mrs. C. is an irregularly 
shaped nodular growth measuring about 4.5 by 1.5 
by 1.5 cm. The cut surface is brown and shows several 
large engorged veins. Microscopical sections show no 
evidence of malignancy. The sections show many large 
venous sinuses supported by an abundance of connective 
tissue stroma. Opinion: cavernous hemangioma of the 
orbit.” 

The postoperative course was uneventful. Penicillin 
therapy was given early, and riboflavin was adminis- 
tered orally and by injection for corneal protection. 
The vision dropped to 10/100 in the affected eye, but at 
the time of the last examination it was 20/40, and the 
ocular movements were excellent. The exophthalmos 
had completely disappeared (Figs. 6 and 7). 


DISCUSSION 


Although the Kronlein operation was used 
for the removal of the hemangioma in both 
Case 7 and 8, it was much more of a major 
procedure in Case 8. In the former, the tumor 
was large and extended deep into the orbit, 
presenting a special problem, but in the latter 
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both the excessive size and the location in the 
extreme posterior inner aspect of the orbit 
made the operation particularly difficult and 
long. Should I have another case of this type, 
I would be disposed to make the approach not 
through a lateral orbitotomy but rather through 
the brow; or, as an alternative, I should refer 
the patient to a neurosurgeon for a transfrontal 
approach through the orbital roof. Shugrue’s 
approach as described by Paul® would be of 
no particular advantage in removing a tumor 
located in the inner portion of the orbit. 


Fig. 6b 


Figs. 6a and 6b, Case 8.—Hemangioma of the right 
orbit with exophthalmos and intraconjunctival hemorrhage 
below. Preoperative anterior view and early postoperative 
Partial oblique view are shown. 


Photograph shows the gross appearance and the size of 
the orbital hemangioma removed. 











212 


In the lateral orbitotomies, the use of the 
electric saw, as compared with the old Gigli 
saw, was startlingly effective. 


In Case 7 an exophoria was converted into 
an esophoria by the removal of the tumor. This 
change may be accounted for by interference 
with the function of the lateral rectus of the 
operated eye, or on the ground that more 
space was available in the orbit for global 
movement. 

Benedict and Love® reported a case of cav- 
ernous hemangioma illustrating the fact that 
hemangiomas, even though rapidly developing, 
may produce hyperostosis of the sphenoidal 
ridge without extraorbital extension and that 
they may produce signs similar to those pro- 
duced by meningiomas. In the two cases of 
cavernous hemangioma in this series no hyperos- 
tosis was present. 


In reporting a case of regressive myopia due 
to a retrobulbar tumor, Brav and Brav’ stressed 
the importance of refractive changes in the 
differential diagnosis of unilateral exophthalmos. 
The refractive changes in Case 7 illustrate the 
relation of global pressure by a tumor of suf- 
ficient size and consistency to the refractive 
error. There is a like suggestion in Case 8, a 
hyperopic astigmatism in the right involved 
eye and a myopic astigmatic error in the left 
eye. 

To facilitate accurate diagnosis of the some- 
what unusual lesions of the orbit such as those 
here reported, the closest cooperation should 
exist between the ophthalmologist, the roentgen- 
ologist and the other specialists consulted in 
the individual case. 


SUMMARY 


Eight cases of unilateral exophthalmos due 
to orbital tumors are described. The tumors 
causing the proptosis were a lipoma, an extraor- 
bital squamous cell carcinoma, a pyocele, a 
mucocele, a muscular hypertrophy or tumor 
associated with an exophthalmic goiter with 
two thyroidectomies, a true primary pseudo- 
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tumor in all probability, and in two instances g 
cavernous hemangioma. 


An original method of delivering a large 
hemangioma en masse is described. 


Attention is directed to the use of the ele. 
tric saw for resection of the bony wedge jp 
the Kronlein operation. 


Mention is made of the possible diagnostic 
value of refractive change in selected cases of 
retrobulbar tumor. 
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DISCUSSION (Abstract) 


Dr. Banks Anderson, Durham, N. C._—Unilateral afeb- 
rile exophthalmos is the most intriguing and at the 
same time the most baffling diagnostic problem in 
ophthalmology. In the diagnosis of this condition, we 
are confronted with a Wailing Wall against which are 
beaten the brains of ophthalmologists, otolaryngologists, 
radiologists, internists, and neurosurgeons alike. Dr. 
Forbes is fortunate in having obtained a reasonably 
accurate diagnosis in all the cases which he has reported. 
I should say that he had about used up all of his luck. 
We have been unable to make a preoperative diagnosis 
in about 25 per cent of our cases of afebrile unilateral 
exophthalmos. Indeed, there are a few cases scattered 
over the years, which have remained undiagnosed even 
after exploratory operation. I recall, in particular, two 
cases in which tissue removed from the orbit was sub- 
mitted to the Army Medical Museum Pathological 
Registry and to other eminent pathologists. From these 
various authorities, we received no uniformity of 
opinion. The diagnoses varied from “burned-out sar- 
coid” to “unclassified malignancy.” Both of these cases 
are still alive after five years. Presumably then, they 
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should be classified among the so-called pseudotumors, 
of which group Dr. Forbes reports a gase. Dr. Forbes 
reports the use of potassium iodide in his case of 
pseudotumor. We have had a most unusual experience 
in the use of potassium iodide on this type of lesion. 
In one of our cases, although the serologic reaction was 
negative, biopsy material was reported by a pathologist 
as being a gumma. We, therefore, began the use of 
potassium iodide as a therapeutic test. After the drug 
had been used in a minimal dosage for only a few days, 
there was marked increase in the exophthalmos and a 
tremendous chemosis of the conjunctiva of the localized 
involved eye only. There was absolutely no change in 
the condition of the conjunctiva of the uninvolved 
normal eye. To rule out the possibility that this effect 
was merely a coincidence, the use of the drug was sus- 
pended until the chemosis had subsided and then rein- 
stituted in a smaller dosage. We immediately obtained 
again a definite focal reaction of the conjunctiva and 
presumably of the retrobulbar tissue in the proptosed 
eye. This patient, therefore, presented a peculiar localized 
focal reaction. She was so sensitive to the drug that 
it could not be continued. We should be very much 
interested in hearing if any other member of this group 
has had a similar experience with the use of potassium 
jodide in this type of lesion. 


Dr. Forbes’ observation of the change in refraction 
and his citation of the report by Brav of recessive 
myopia recalls another interesting observation in this 
same case. Before exploration, we had observed what 
we thought was a bullous separation of the retina, pre- 
sumably associated with an indentation of the sclera 
because of the pressure from the retrobulbar mass. 
After removal of an almond-shaped encapsulated mass 
from the upper nasal orbital recess, we had expected 
this retina to assume again normal relationships with 
the rest of the globe. This did not happen. The retina 
remained elevated, did not shift in position; and, most 
peculiarly, there was no defect in the visual field. After 
observing this situation for more than two years, we 
observed that the globe was again beginning to extrude. 
Second exploration was therefore undertaken. We dis- 
covered at this time that the protrusion was due to a 
thickening of the sclera. This diagnosis was not made 
at the operating table. We felt that we were probably 
dealing with a tumor of the globe, and the eye was 
enucleated. On section of this enucleated globe, the 
sclera was found to be more than a centimeter thick 
and diagnosed as a case of brawny scleritis. Microscopic 
examination of the indented retina and choroid reveals 
this tissue to have remained normal throughout. This 
explains the retention of normal fields. It is thought 
that possibly this may be a diagnostic point since, in 
my experience, separation associated with tumor or 
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with sub-retinal fluid or in inflammatory masses has 
always resulted in field loss. 


The transcranial approach to the orbit, which I be- 
lieve, was developed by Naffziger on the Pacific Coast 
and popularized by the late Dr. Dandy in the East, 
is, as Dr. Forbes has stated, probably the operation of 
choice in many cases of unilateral exophthalmos. There 
is, however, a tendency among ophthalmologists, par- 
ticularly in those centers where a competent neuro- 
surgeon is available, to transfer all the responsibility to 
this colleague. This sometimes results in a needless im- 
position on an already overworked neurosurgeon and an 
unnecessarily risky and prolonged hospital procedure 
for the patient. Probably, when there is no x-ray evi- 
dence of the involvement of the optic foramen, superior 
orbital fissure, or roof of the orbit, the simplest ap- 
proach is either by the lateral Kronlein or by the supra- 
orbital technic. I have had no personal experience with 
the injection of air into Tenon’s capsule followed by 
x-ray of the orbit. Presumably such a technic might 
further localize the lesion and be another aid in deter- 
mining the method of approach. 


Dr. Richard A. Miller, Memphis, Tenn.—The surgery 
of orbital tumors presents a technical problem to the 
ophthalmic surgeon because of the difficulty in removing 
such tumors without injury to the eye or other orbital 
contents. As a rule, tumors lying in the anterior portion 
of the orbit can be removed by the brow or conjunctival 
incision. Deeper tumors can occasionally be removed by 
the Kronlein approach. However, this method is open 
to several criticisms: first, it necessarily leaves a de- 
forming scar; and secondly, it is applicable only to 
tumors lying in the lateral portion of the orbit. In case 
the tumor extends intracranially all these methods are 
useless. 


From the clinical findings alone it is often impossible 
to tell whether or not the tumor extends beyond the 
orbit. Several years ago Dr. Dandy reported a series 
of about twenty-seven cases of orbital tumors, three- 
fourths of which showed extra-orbital growth. In 
only two of those cases was there any indication 
that the tumor extended beyond the orbit. For those 
reasons, I believe that tumors lying in the posterior por- 
tion of the orbit, certainly any tumors that are sus- 
pected of extending beyond the orbit, should be referred 
to the neurosurgeon for removal by the transfrontal 
approach. 


Dr. Forbes (closing).—All orbital tumors should not 
be approached by the lateral orbitotomy route. When 
dealing with a tumor in the posterior inner portion of 
the orbit, such as that of case 8, one is faced with 
tremendous difficulties in delivering it without damaging 
the optic nerve and accompanying vessels using the 
Kronlein technic. 
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A COMPARISON OF THE PATHOLOGIC 
ANATOMY OF THE CENTRAL AMERI- 
CAN TROPICAL ULCERS AND 
THOSE OF A VARIETY OF 
LEG ULCERS OF NORTH 
AMERICA* 


By Atrrep GoLpEN, B.S., M.S., M.D.? 
Memphis, Tennessee 


INTRODUCTION 


Chronic, indolent ulcers of the lower extrem- 
ities are found in the tropical belt in all parts of 
the world. This report is based on clinical and 
pathologic observations made on those seen in 
tropical Central America, particularly in the low- 
land coastal regions of Guatemala. In a previous 
report,’ the details of this study were outlined. 


Clinically these Central American tropical 
ulcers occur in the lower extremities, run a sub- 
acute or chronic indolent course, and are re- 
fractory to known treatment. According to 
our patient’s histories, these ulcers started as a 
“blister” or “boil” attributed frequently to 
“trauma” or “insect bites’ or both. Thereafter 
there was rapid breakdown with ulceration, pro- 
ducing a defect which varied in size from a few 
to several centimeters in diameter usually of oval 
or circular outline. The ulcer base was com- 
posed of a pink to medium red granulation tis- 
sue; the skin borders were slightly rolled; and 
the ulcer edges were precipitous or, at the most, 
slightly undermined. Neither at this stage nor 
in subsequent ones was there any evidence of 
regional lymphangitis or lymphadenitis. All 
patients were afebrile. Clinically the onset and 
course of this distressing lesion was benign. Pain 
and discomfort were features of the early stages 
of this lesion with diminishing symptoms after 
a few weeks. The older lesions, those of a few 
to several years duration, were characterized 
chiefly by aching of the lower limb, and com- 
plaints of unsightliness. Frequently there were 


*Read in Section on Pathology, Southern Medical Association, 
Fortieth Annual Meeting, Miami, Florida, November 4-7, 1946. 

Director of Laboratories, The Baptist Memorial Hospital, and 
Associate Professor of Pathology, University of Tennessee College 
of Medicine, Memphis, Tennessee. 
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exacerbations of painful episodes, possibly cor. 
related with the further spread of the ulcer, 


The initial ulcer followed one of two courses: 
Infrequently there occurred as rapid involution 
as there was onset, with the formation of g 
puckered scar, usually pigmented (brown) and 
of a papier maché texture. This stigma ap. 
peared to last for many years if not indefinitely, 
The second course was one of progression of the 
initial lesion involving more and more of the 
lower extremity. Extreme cases were seen in 
which more than half of the total surface of 
the lower extremity was involved in this ulcera- 
tive process. Gross changes occurred in these 
tropical ulcers with chronicity. The granulation 
tissue bed usually became paler with age and 
more fibrous. At no time was there more than 
a film of exudate over it. The contour of the ulcer 
tended to become decidedly irregular by the 
ingrowth of buds of reepithelialization, and fin- 
ger-like projections of spread. The ulcer edges 
became more rounded and assumed a pearly 
white opacity. Induration of the surrounding 
skin areas with purplish and bronze discolora- 
tion was the rule and was most pronounced in 
lesions of years’ duration. It was not uncom- 
mon to find an individual with an irregular 
ulcer of several centimeters diameter involving 
commonly the anterior and antero-lateral tibial 
areas with brownish discoloration of the sur- 
rounding skin extending for twice the ulcer di- 
ameter, the entire mass becoming immobile on 
the underlying bony structures. Only two such 
advanced cases were examined radiographically 
and both showed marked diffuse cortical thick- 
ening of the tibia with narrowing of the medul- 
lary canal, but with no evidence of active oste- 
omyelitis. 

Such lesions were seen in later childhood, 
adolescence, early and late adult life and in the 
aged. Males and females were about equally 
affected. The predominant group in the area 
surveyed is American Indian and most cases 
wete seen among them, but examples in Cau- 
casians and in the Negro were also found. Two 
white native American soldiers were also seen 
who developed similar ulcers while on military 
duty in this general area. All the cases orig- 
inated in the lowlands, that is, in areas up to 
an elevation of about 300 meters above sea level. 
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ETIOLOGY OF THESE TROPICAL ULCERS 


Prior to this study, the alleged causes of these 
tropical ulcers could be divided into two main 
groups: bacterial infection and dietary de- 
ficiency. Clements? is among those who believe 
that these ulcers in the Southwest Pacific area 
are one of the fuso-spirochetal complex (Vin- 
cent’s type) infections. We saw no evidence of 
that at all in our total of 44 patients examined 
by smear and by culture, of which 24 were 
further examined by biopsy, tissue section and 
bacterial staining. In fact, bacteriological meth- 
ods revealed only inconstantly several species 
of streptococci and of staphylococci of proved 
non-pathogenicity on intradermal animal inocula- 
tion, alone and in combination. One case was 
found harboring diptheria organisms pathogenic 
for the guinea pig. This individual’s ulcer was 
in no way different from those seen in the popu- 
lation as a whole, nor was his hospital course 
influenced by a dose of 100,000 units of dip- 
theria antitoxin. Cultures for fungi revealed no 
consistent findings in the six cases out of 29 
examined in which isolations were made. It was 
concluded that these microorganisms were ad- 
ventitious inhabitants of an ulcerated lesion. 


Dietary deficiencies in the pathogenesis of 
these tropical ulcers has been stressed by Earle,* 
among others. His observations were’ made on 
the lesions seen in Trinidad where he reported 
that his patients’ diets were deficient in the 
minerals, calcium and phosphorous; the vita- 
mins A, Bi, Bz, C and D; and in animal fats 
and proteins. We secured a record of our pa- 
tients’ dietary intake in his or her own words. 
We observed what they ate in the hospital and 
in their homes. We concluded that while they 
had not an optimal diet it did prevent dietary 
deficency disease. We saw no stigmata at all 
of the vitamin or other dietary deficiencies either 
in those we examined or in the population in 
the lowlands, that is, that segment of the 
population subject to tropical ulcers. 


Each of 24 patients was subjected to biopsy 
of a rectangle of the ulcer comprising granula- 
tion tissue bed, ulcer margin, and adjacent skin. 
A portion was used for bacteriological and 
mycological examination, the remainder was sec- 
tioned serially and step sections were stained by 
a number of methods to bring out pertinent de- 
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tails.* The ulcer proper was composed of granu- 
lation tissue. The surface was covered with 
either a thin layer of fibrinopurulent exudate, or 
only shreds of it. The ulcer margin showed 
frequently pseudo-epitheliomatous hyperplasia. 
Inflammatory exudate varied considerably in de- 
gree and character. Generally, it tended to be 
of the acute, predominantly polynuclear leuko- 
cytic type in the early cases. The old lesions 
showed extensive scarring and minimal, diffuse 
lymphocytic infiltration. 

The microscopic abnormalities outstandingly 
prominent in this entire series were those of the 
small arteries, small veins, arterioles, venules, and 
capillaries. Vessels of medium artery size were 
seen but rarely, relying as we did on the biopsy 
procedure for our survey. The involved vessels 
arterial or venous were thick walled and had 
markedly narrowed lumens. The small and 
medium sized arteries had thick muscular walls, 
and frequently showed muscular hyperplasia cen- 
tral to a thickened, sometimes frayed and dupli- 
cated internal elastic lamina. This lesion, il- 
lustrated in Fig. 1 proved unique in my experi- 
ence. I have not seen its counterpart in any 
other lesion in human pathology. Venous lesions 
were of more than one type, but that seen in 
Fig. 2 was common in these tropical ulcers. A 
cross section of such a vessel showed an ad- 
mixture of hyperplastic muscle, patchy necrosis, 
splitting and fraying of the elastic fibers, and 
their condensation at points of greatest muscle 
necrosis. Other vascular lesions consisted of 
phlebosclerosis, with stenosis; arterial muscular 
hyperplasia and hypertrophy with stenosis; and 
arteriolar hyaline sclerosis with stenosis. The 
capillaries and venules in the ulcer bed, that 
is, those comprising the granulation tissue 
showed vasculitis, thrombosis, and hyalinization 
and were indistinguishable from those seen in 
other granulation tissues. 

The specificity of these vascular lesions is 
supported by the following evidence: 

(1) Control blocks of normal skin were re- 
moved from the anterior tibial surface at autopsy 
from the same physical types as our patients. 
There were no vascular lesions of any kind in 
these tissues. 

(2) These are not the vascular lesions second- 
ary to inflammation, or trauma, both of which 


*Hematoxylin and eosin, Masson trichrome, Gallego, 


Brewn- 
Brenn and Giemsa stain methods were among those used. 




































































Fig. 1 





Three small arteries in the corium of a tropical ulcer biopsy showing great 
increase in thickness of the walls and corresponding marked narrowing of the 
lumen. The dark wavy line is the elastic membrane which now occupies a 
mid-position in the wall. Central and peripheral to the elastic membrane, there 
is smooth muscle hyperplasia as demonstrated by special stain. (About x150. 
Gallego stain, Lillie modification). 










































































































A small vein in the corium of a tropical ulcer biopsy showing moderate 
increase in its thickness. There is great disruption of the elements of the 
wall. The wavy dark fibrils are split and frayed elastic tissue, and the re- 
mainder of the wall is partly muscular and partly fibrous. (About x150 
Gallego stain, Lillie modification). 
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produce either vasculitis, or en. 
dovasculitis which are entirely 
different anatomically. 

(3) The vascular lesions of 
these tropical ulcers are not those 
secondary to ulceration in gen. 
eral. A varicose ulcer was se. 
lected from the same patient pop- 
ulation as that comprising the 
bulk of this study group. That 
ulcer did not show any of the 
stenotic vascular abnormalities 
reported above; nor did four bi- 
opsies of ulcerative cutaneous 
leishmaniasis. 

(4) These lesions could not 
be considered secondary to the 
tropical ulcers proper, since they 
were seen in as pronounced a 
form in those cases of as little as 
ten days duration as well as in 
those that had lasted for months, 
In fact those ulcers of years dur- 
ation showed only dense scarring 
in which vascular elements could 
be identified only as remnants 
of smooth muscle or as shreds of 
elastic tissue. 


(S) Nor could these vascular 
lesions be considered as part of 
the aging process of this par- 
ticular population, as far fetched 
as that hypothesis might be. 
Twelve of our twenty-four pa- 
tients subjected to biopsy ranged 
from 11 years to 21 years, and 
showed vascular lesions alike in 
kind and severity to those illus- 
trated in Fig. 1, derived from a 
biopsy on a 42-year-old male 
Indian. 


BIOPSY COMPARISON OF THE CEN- 
TRAL AMERICAN TROPICAL ULCERS 
AND THOSE OF A VARIETY OF LEG 
ULCERS OF NORTH AMERICA 


There were selected from the 
files of The John Gaston Hos- 
pital and from the Baptist 
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Hosp. No. Clinical Data 


JGH 29314 Known diabetes mellitus, ulcer of 2 months 


duration. 


Diabetes mellitus for 13 years. Gangrene 


JGH 27099 of rt. foot with ulceration for 20 days. 


Diabetes mellitus for 2 years. Gangrene 
of left leg for 2 weeks with ulcer forma- 
tion. 


JGH 27277 


Known diabetes mellitus. Diabetic gan- 
grene and ulceration of left toe of 2 years 
duration. 


JGH 33515 


Marked varicosities of the veins of the It. 
lower leg. Ulcer of medial malleolar re- 
gion of 2 years duration said to have 
followed trauma. 


JGH 32887 


Ulceration of left malleolar region of 6 
JGH 29407 mos. duration. 
Ulcer of right malleolar region of 8 weeks 
duration. Five years later patient re- 
turned with “arteriosclerotic gangrene of 
the right leg, and was subjected to ampu- 
tation. 


JGH 38735 


Prepatellar ulcer of left 3 months dura- 
tion, said to have followed a fall with 
bruising of the region. 


JGH 41270 


JGH 40247 Large ulcer of most of middle third left 


leg of 7 months duration. 


46-4 Known diabetes mellitus. f 
aa A-40-46 ankle region of several weeks duration. 
Known diabetic. 
tion. 


BMH S-46-93 59 


Ulcer of right 


Ulcer of one week dura- 
The leg was amputated subsequently 
and showed severe occlusive arteriosclerosis 
at the bifurcation of the tibial arteries. 


Biopsy Findings 


No lesions of the medium sized arteries or veins. Two small 
veins showed slight phlebosclerosis. Few arterioles showed 
mild thickening and slight stenosis of their lumens. A second 
biopsy showed no vascular lesions. 


No vascular lesions were seen in the biopsy block of the 
ulcer; subsequent amputation of the leg showed advanced 
arteriosclerosis of the posterior tibial artery. 


No vascular lesions were seen in the biopsy block of the ulcer 
other than a fresh thrombus in a small vein deep in the 
corium. 


Biopsy of the ulcer revealed one small artery with moderate 
fibrous endarteritic proliferation. All other vessels were nega- 
tive. 


No vascular lesions were seen in the ulcer block. 


Marked phlebosclerosis was present. 
seen. 


No arterial lesions were 


No vascular changes of any kind were seen in biopsy block. 


No vascular lesions were seen. 


Biopsies showed an ulcer and a scar. In the former sections 
only 2 small blood vessels with fibrotic endarteritic thickening 
were noted. 


No vascular lesions were seen microscopically. 


No vascular lesions were seen. 











Table 1 


Memorial Hospital of Memphis, Tennessee, 
biopsies of ulcers of the lower extremity orig- 
inating in these Southern United States. Table 1 
summarizes those findings. It will be noted that 
in none of these leg ulcers of varied etiology were 
any lesions found comparable in kind or degree 
to those seen in the Guatemalan tropical ulcers, 
lending support to the specificity of the vascular 
lesion in the latter disease. 

The etiology of these tropical ulcer vascular 
lesions remained obscure. Experimentally in- 
duced insect sting traumata were attempted on 
the skin of rabbits and guinea pigs without pro- 
ducing either wheals or erythemas. Triatoma, 
ticks (Boophilus emulatus) and a honey bee 
were used. Kahn tests on the serum of biopsied 
patients were negative in all but two which re- 
mained consistently doubtful. It may be sig- 
ificant of the latters reactions that all these 
patients came from an area where malaria is 
endemic. Sedimentation rates, urine analyses, 


and blood counts showed no consistent abnor- 
malities. Stool examinations revealed a high 
degree of parasitism, chiefly by Ascaris lumbri- 
coides, Necator americanus, and Trichuris trichi- 
ura, alone or together. Two of the 24 biopsied 
patients were Negroes whose blood was negative 
for the sickling trait. 


CONCLUSIONS 


(1) Evidence has been presented that highly 
characteristic vascular lesions are specific in the 
tropical ulcers of Guatemala. 


(2) A comparison of biopsies of a variety of 
North American leg ulcers and those of the 
tropical areas of Guatemala reveal no comparable 
vascular lesions in the two. 
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DISCUSSION 


Dr. Douglas H. Sprunt, Memphis, Tenn—The vas- 
cular lesions described by Dr. Golden are, I believe, a 
mew type. It was unfortunate that the exigencies of the 
war did not permit the study of this disease at autopsy, 
as it would be very interesting to know whether this 
unusual lesion was a local or generalized one. 


Dr. J. E. Ash, Washington, D. C.—The question 
of tropical ulcer is a very complicated one because it 
has been approached in so many parts of the world 
by observers, usually clinicians, not equipped as Major 
Golden was to study the problem. Medicine is replete 
with instances of clinical and pathologic entities estab- 
lished by persons with highly specialized points of view, 
who have been accepted through the years as authorities 
upon special subjects without careful criticism from 
those who have broader backgrounds. But occasionally, 
as in this instance, the general pathologist comes along 
and is obliged to reappraise the situation and correct 
some of the, at times, classic ideas. 


After one eliminates the ulcers with known specific 
etiologies, such as leishmaniasis, yaws, syphilis, and 
helminthal infections, there remains a large group in 
which definite etiologic factors have not been established. 
It is in this group that Major Golden has made a note- 
worthy start, at least by eliminating many of the etio- 
logic fallacies that have been locally or generally ac- 


im temperate zones frequently results in troublesome 
seres, and the frequency and persistence of pyrogenic 


skim infections are accepted as vicissitudes of tropical 
life. Our troops had great difficulties with these le- 


: 


2 particularly in the islands of the Southwest Pa- 
ifie and in India where they were subjected to minor, 
ever-reheated, trauma from sharp vegetation, coral 
bug bites, particularly. There was a high 
of significant “tropical ulcers” that developed 
trivial bases. While these were predominantly 
lower extremities, of course, I recall a soldier 
was bitten by an insect on his upper gluteal region 
he developed a palm-sized indolent ulceration that 
required months to heal. Unfortunately, we have not 
much biopsy material from our Army cases so that 
I am not in a position to discuss the peculiar vascular 
lesion that Major Golden has emphasized in the histology 
of his cases. 

In our soldiers, even during the wartime conditions 
and even less so under those of peacetime life in the 
Tropics, such factors as dietary deficiencies and lack 
ef personal and environmental hygienic conditions are 
not factors. This type of ulcer just does not occur out- 
side of the Tropics and, while Major Golden’s vascular 
lesion is intriguing, it does not as yet seem to be the 
erucial bases for this difference in incidence. The heat 
and moisture of the environment and, perhaps, the low- 
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ering of body resistance are conducive to the 

ment and propagation of infections, and to this 
sluggish response. For the present, therefore, these 
“non-specific ulcers” must remain just “tropical ulcers.” 


Dr. Russell L. Holman, New Orleans, La—] should 
like to ask whether obesity or marked shifts in body 
weight were observed in any of the cases. For a num. 
ber of years we have been following some experimental 
arterial lesions in dogs that can be produced with requ 
larity by feeding them a specified high fat, low Protein 
diet for two months or longer, then damaging their 
kidneys. Recently we have found that these lesions, 
which are most conspicuous in the large elastic arteries, 
can be prevented or retarded by vitamin E and by 
cholesterol. In two of four dogs in which typical ex. 
perimental (necrotizing) lesions were prevented by the 
addition of cholesterol to the diet, very small lesions 
having some similarity to those which’ have been de. 
scribed were observed in the intima of the abdominal 
aorta. These consisted ef tiny “hillocks” of smooth 
muscle under intact endothelium over an interruption of 
the intimal elastic membrane. Some disturbance of fat 
metabolism seems to be responsible for these experimental 
lesions. It is possible that tropical heat could affect 
fat metabolism. 


Dr. Leo Lowbeer, Tulsa, Okla.—After having seen 
the illustrations, a case came to my mind where a 
testicle with spontaneous gangrene was removed. There 
was no history of trauma, no strangulation, no arterio- 
sclerosis and no infection. Changes found in the arteries 
were very similar to those demonstrated here; however, 
we could never interpret them and we just registered 
them as unexplainable narrowing of the arterial lumen 
by hypertrophy of the muscular layer. 


Dr. M. Harris, Macon, Ga—I would like to ask Dr, 
Golden whether the very fact that this was a younger 
age group might explain somewhat the reactive changes 
in the cell wall. I must confess I have no clear knowl- 
edge in my mind of what, for example, a syphilitic ulcer 
biopsy in a young individual would show as regards 
vascular changes. The hyperplasia may be a youthful 
response to the inciting agent. 


Dr. Golden (closing).—As to the question of obesity 
in relation to the pathogenesis of these vascular lesions, 
it so happens that this particular group of patients, 
like the rest of the nationals in this country, show a 
remarkably low incidence of obesity. Their diet is not 
so plentiful as that. 


The second question is concerned with the importance 
of cholesterol levels in these patients. A number of 
cholesterol determinations were made and all were 
within th- jimits of normal. As far as dietary choles- 
terol values are concerned, our survey showed a border 
line dietary intake deficiency, but no deficiency of an es- 
sential factor to the point of overt nutritional deficiency 
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The most striking deficiency lay in the low 
values of fat in general. In fact, an analysis of our 
dietary data tended to bear out the thesis of some in- 
yestigators in nutrition that an extremely small amount 
of fat usually suffices to prevent the deficiency signs 
due to lack of unsaturated fatty acids in the diet. 

As for the question of therapy directed toward re- 
storing the adequacy of the circulation, I saw an in- 
teresting case in a soldier who developed one of these 
sions, Instead of attempting to use anti-bacterial 
measures, an attempt was made to increase the adequacy 
of the circulation by passive motion, massage, alternate 
negative and positive pressure, with a striking improve- 
ment in the lesion which healed subsequently without 
further incident. However, I should like to be very 
qutious in accepting that therapeutic trial without fur- 
ther observation. A number of patients undergo spon- 
taneous involution of the lesion on no therapy at all. 
Some show spontaneous involution on bed rest, with 
and without elevation of the parts. In fact, some of 
them showed spontaneous involution immediately fol- 
lowing our biopsy procedure. 

Lastly, the question of syphilis in the pathogenesis of 
these lesions. All of our cases had Kahn and Kline 
tests with but two doubtful reactions. There were two 
cases in the series that were known syphilitics who had 
been under therapy. There was nothing microscopically 
in the lesion even to suggest a syphilitic infection. 





SYMPATHECTOMY FOR PERIPHERAL 
VASCULAR DISEASE* 


By James W. Henprick, M.D.,' 
and 
Tuomas B. Aycock, M.D.* 
Baltimore, Maryland 


It has been only within the past few years 
that the problem of peripheral vascular diseases 
and the allied conditions have been partially 
understood. Since the pathologic physiology 
of the peripheral circulation, the exchange of 
tissue fluids, the association of vasomotor dis- 
turbances with these conditions are appreciated, 
a rational plan of therapy has been developed. 
Formerly! many patients with peripheral vas- 
cular diseases were permitted to develop gangrene 
or become chronic invalids. 


It would appear that peripheral vascular 
disturbances are apparently on the increase, 


—_— 


*Read in Section on Surgery, Southern Medical Association, 
Fortieth Annual Meeting, Miami, Florida, November 4-7, 1946. 


Department of Surgery, University of Maryland School of 
Medicine, Baltimore, Maryland, 
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and this probably is due to our present mode 
of living and the increase in the span of life. 
We also have better methods of diagnosis at 
this time. 

The various diseases that constitute this cate- 
gory are clearly defined, and each produces its 
own symptom complex. In general, the fol- 
lowing classification?* may be of assistance, 
but it is not all inclusive: 

(1) Vasospastic functional disease 

(2) Vasospastic organic disease 

(3) Organic degenerative disease 

(4) Hyperactivity of the vasomotor system 

It seems pertinent to discuss a few general 
symptoms in detail; by so doing a working 
knowledge of a diagnosis can be obtained. 

Pain is the most common symptom in pe- 
ripheral vascular disease. Very frequently the 
pain is the result of an ischemia of the tissues 
which may be due to a number of factors. 

It is well to determine whether the pain is 
persistent or intermittent. If it is of the former 
type it may be due to ulceration, gangrene, acute 
or chronic arteritis, sudden arterial occlusion, 
ischemic neuritis, phlebitis, and chronic lym- 
phangiitis. 

Intermittent pain may be the so called inter- 
mittent claudication.4 This condition is the re- 
sult of an insufficient blood supply to contract- 
ing muscles and is seen in chronic occlusive ar- 
terial disease. Intermittent pain may also be 
caused by venous insufficiency or by lymphe- 
dema and lipedema. It is, as a rule, relieved by 
rest. Often intermittent claudication is noted 
in cases of severe anemia when the patient 
exercises. 


SECOND IN IMPORTANCE TO PAIN ARE COLOR 
CHANGES OF THE SKIN 


Lewis® has carefully summarized the informa- 
tion regarding the color changes of the skin that 
are found in the various peripheral vascular 
diseases of the extremities. He observed that 
color was influenced by two factors, the amount 
of blood and its color, this depending on the 
size of the vessels, and the degree of obstruc- 
tion. In making an examination it should be 
noted whether the color changes are effected 
by posture as is always the case in occlusive 
arterial disease, and there are also always color 
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changes with change in position of the extremity. 
It is also well to note whether changes in tem- 
perature affect the color, since in Raynaud’s 
disease pallor is produced when the extremity 
is cooled. Constant discoloration, cyanosis, is 
noted in the hands and feet in acrocyanosis, and 
a mottling of the skin of the feet and legs is 
seen in livedo reticularis.® 


It is well to note whether sclerodermatous 
changes are present, since these are frequently 
associated with Raynaud’s disease. The nails 
should be examined to determine irregular 
growth, since in chronic occlusive arterial dis- 
ease there are always changes in the nails. 

Ulceration of the terminal digits is frequently 
seen in the more severe form of Raynaud’s dis- 
ease, whereas in chronic occlusive arterial dis- 
ease the part or whole of a foot or hand may 
show ulceration or gangrene. 


Since the symptoms in general are due to 
lack of an adequate blood supply to the ex- 
tremity, any rational therapy must be directed 
toward increasing the blood supply. It may be 
stressed that any other form of therapy devel- 
oped on any other basis is without proper 
foundation. It has only been since these fac- 
tors’ §9 1911 were recognized, that methods have 
been developed to determine the degree of vaso- 
spasm and the extent of obliterative arterial 
occlusion.!? 8 


The tests that we have found to be practical 
will be discussed. It will not be possible to 
discuss all of the various procedures that have 
been used at this time. 


As mentioned previously in the treatment 
of peripheral vascular disease, it is necessary to 
release the vasospastic control over the ves- 
sels of the involved extremity. When this is 
accomplished, there is an increase in the arterial 
circulation, which causes an increase in the 
heat radiation. The best method to detect this 
increase in heat is by palmar palpitation, be- 
fore and after paravertebral bloc or before and 
after sympathectomy. Another practical method 
to determine the increased temperature is with 
a thermocouple or dermatherm. This affords 
a rather accurate test if properly executed. The 
patient should be placed in a room with a 
constant temperature of about 68° Farenheit, 
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with a constant humidity. Temperature record. 
ings are taken of the extremities; then the 
vasospasm"* if present is relieved, by injectj 
the first, second, third and fourth lumbar gangli 
for the lower extremities and the stellate {j 
second and third thoracic ganglia for the upper 
extremities, using a one per cent procaine go. 
lution. Further recordings are then made. This 
method will give a very accurate determination 
of the increase in the vascularity in the most 
peripheral part of the extremity. 

Ochsner and DeBakey,' Beach™ and 
Takats’® have utilized the recording oscillometer 
to record the pulsations in the larger arteries of 
the extremities, whereas the pulsations in the 
digits can best be recorded with a plethysmo- 
graph. These tests are made in conjunction 
with the thermocouple test, before and after a 
paravertebral bloc has been done using a one 
per cent procaine solution. 


Arteriography'’ of the peripheral vessels js 
of value in some cases in determining the pres- 
ence or absence of an obstruction of the lumen 
of the vessel, also in a measure, if spasm is 
present. 


If the extremity is most before a paravertebral 
bloc is done, it will become dry and remain 
so for a period of time afterwards. This will 
also serve as an index of the results that can 
be obtained in such conditions as Raynaud’s 
phenomenon or hyperhidrosis following sym- 
pathectomy. 

Among the numerous factors that generally 
influence the diagnosis and prognosis are age 
of the patient, duration of the disease and 
whether it is on a vasospastic basis or not. Vaso- 
spasm is more frequently encountered in a 
younger group of patients. When the disease 
has extended over a long period of time, there 
frequently are permanent changes in the tissues 
and vessels; therefore, the prognosis is poorer. 
Emotional stress, exposure to cold and the use 
of tobacco are factors that influence the spas- 
Patients with chronic oc- 
clusive arterial disease should not smoke if 
they expect to keep their limbs. 


It is beyond the scope of this paper to dis- 
cuss in detail the various vasospastic and al- 
lied conditions in which we have used sym- 
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pathectomy to advantage, but a synopsis of each 
of the diseases will be given. 


ARTERIOSCLEROSIS OBLITERANS ~ 


By far the largest group of patients seen with 
peripheral vascular disease are suffering with 
arteriosclerosis obliterans. This disease is found 
‘gs a rule in an older group of patients; however, 
cases are seen in the late thirties. Men are 
more frequently affected than women. Diabetes 
mellitus is also a frequent complication. The 
disease’? is localized practically always in the 
lower extremities. The symptoms are produced 
as a result of an ischemia of the tissues, and fre- 
quently become bilateral. However, for a period 
of time one leg may be affected more than the 
other. It often simulates Buerger’s disease. 
In the cases that have a moderate degree of 
vasospasm, in which there has not been too 
much damage to the collateral vessels, definite 
benefit will result from sympathectomy since 
this will often prevent or at least postpone ampu- 
tation for several months and occasionally years. 


Case 1.—Arteriosclerosis Obliterans—A white man, 
fifty-one years of age, a merchant, for the previous three 
years had had intermittent claudication on exertion, 
could walk only one to two blocks before he had to stop 
to rest. 


On physical examination his heart was normal; blood 
pressure 164/92; albumin one plus. Pulsations were of 
a poor quality in both feet. When elevated there was 
marked pallor, but the feet were a dusky bluish color 
when dependent. The feet were moist and cool. A 
bilateral paravertebral lumbar bloc using one per cent 
procaine solution was done. The skin became dry, and 
there was a moderate increase in temperature as noted 
with the dermatherm. Also the pulsation in the arteries 
were more perceptible. 

A bilateral lumbar sympathectomy was done at an 
eighteen-day interval. There was very good immediate 
improvement. At the end of one year, the patient could 
play eighteen holes of golf without severe claudication 
symptoms. 


Case 2.—Arteriosclerosis Obliterans with Diabetic Gan- 
grene—A white man, forty-nine years of age, a garage 
mechanic, said his feet had been cold for the preceding 
three years, especially during the winter months, and 
that he had noted weakness in the calf muscles and 
stiffness of the ankles. also a progressive intermittent 
claudication. Four weeks before admission to the hos- 
pital he developed ulceration on the right great toe. 
Later the second, third, and fourth toes developed 
terminal ulceration. 

Upon examination, his heart was normal; blood pres- 
sure 160/94; both feet were cyanosed when dependent. 
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Pulsations were non-existent in the right foot and poor 
in the left. It was found that the patient had mod- 
erately severe diabetes. He was put on diabetic man- 
agement and was controlled. The lesions on the feet did 
not heal. A bilateral paravertebral lumbar bloc was 
done using one per cent procaine solution. There was a 
substantia] imcrease in the skin temperature as noted 
with the dermatherm. Also the pulsations in the 
arteries seemed to be improved. The skin of the feet 
was dry. A bilateral lumbar sympathectomy was done 
at a seven-day interval. The ulcerations on the right 
foot began to heal immediately. The claudication 
symptoms improved, along with the other changes due 
to ischemia of the tissues. The patient’s diabetes re- 
mained controlled when he was seen at intervals for a 
year, during which time he returned to his occupation 
as a garage mechanic. He was having no further severe 
symptoms. 


THROMBO-ANGIITIS OBLITERANS OR 
BUERGER’S DISEASE 


In this disease men are more frequently af- 
fected than women. It may occur at any age, 
but is most frequently”® seen between thirty and 
fifty years of age. It is primarily a disease of 
the vessels of the extremities,?4 the lower being: 
more frequently affected than the upper. How- 
ever, the vessels of the viscera and brain may 
be affected. 


There is still disagreement as to the specific 
etiology of this disease. Most authorities”? 2? 
23 feel that infection plays a definite role and 
all agree that tobacco accentuates its prog- 
ress. The lesions are inflammatory and in- 
volve all coats of the vessel, whether it be 
artery or vein. The lesions are often segmental 
with normal areas of vessels between the dis- 
eased segments. The affected area is often 
completely occluded. As a rule the medium 
sized vessels such as the radial, ulnar, posterior 
and anterior tibial, are affected first. Later 
the larger arteries may be affected along with 
the digital vessels. 


As the affected vessels become occluded, there 
is a rather extensive development of collateral 
circulation and perhaps in rare instances some 
recanalization of the thrombosed vessels. 

The symptoms vary with the degree of in- 
volvement and rapidity with which the disease 
may progress. Aycock and Gundry** have di- 
vided the disease into four groups, the first 
with only mild fatigability of the muscles of 
the extremity, coldness and mild color changes, 
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to the fourth group which progresses so rapidly 
that massive gangrene develops within a few 
days or months. 


Pain of the intermittent claudication type is 
the most frequent symptom and develops more 
rapidly and becomes more severe during cold 
weather. It is produced by exercise and re- 
lieved by rest, the pain developing more fre- 
quently in the calf muscles and arch of the foot. 
After the disease progresses in which there may 
be involvement of the arteries, veins, and nerves 
into one scarred mass, there may be a dull pain 
that is constant. Color changes are noted with 
posture, pallor when the extremity is elevated 
for several seconds and cyanosis with rubor when 
it is dependent. The extremity is cold and 
moist, and there may be ulceration and gangrene 
as the disease progresses. 


Case 3—Thrombo-angiitis Obliterans —E. M., a white 
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Fig. 1, Case 3 


Temperature recording before and after lumbar sympathectomy. 
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man, thirty-six years of age, gentile, occupation majp. 
tenance department, telephone company, said he 

to have severe cramps in his calf muscles when he 
climbed telephone poles. The pain was much mor 
severe in cold weather. He smoked thirty to forty 
cigarettes daily. He had his tonsils and teeth removed 
because of a diagnosis of muscular rheumatism, He 
has been unable to work for the previous three months 


Upon examination his heart was normal; blood pres. 
sure 120/80; pulsations in dorsalis pedis and posterior 
tibial arteries were very faint in both feet. There was 
pallor when the feet were elevated and cyanosis when 
they were dependent. The skin was cool and moist, 
Following bilateral lumbar paravertebral bloc using’ one 
per cent procaine solution, the feet became warmer as 
noted with the dermatherm. Also the pulsations in the 
arteries were stronger, and the skin was dry. 


Bilateral lumbar sympathectomy at fourteen-day é. 
terval was done. The patient returned to work at the 
end of two months. His feet were warm and dry. At 
the end of six months the patient said he had had no 
further attacks of claudication. Sympathectomy assists 
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jn the development of the collateral circulation in this there were atrophic changes in the nails. There were very 


disease, also in arteriosclerosis obliterans (Fig. 1). 


faint pulsations in the dorsalis pedis and posterior tibial: 


Case 4.—Thrombo-angiitis Obliterans Left Lower Hx- arteries. On elevation there was marked pallor, and 
wremity—P. H., a man, age forty-six, white gentile, a cyanosis when dependent (Fig. 2). Following a para- 
mechanic, was admitted to the hospital on September vertebral lumbar bloc using one per cent procaine solu- 

? 


30, 1945. 

The patient said he was in good 
health until eighteen months earlier, at 
which time he was supposed to have 
had some type of heart attack. A year 
before he was seen, he began to have 
pain in his left foot and calf muscles 
alter walking. The pain was relieved by 
rest, The right leg was not involved. 
The pain became so severe during the 
preceding few months that the patient 
could not walk a half block. The left 
foot became cyanosed when dependent. 
He smoked thirty cigarettes daily. 

Upon examination, his heart was 
normal; blood pressure 120/80; right 
leg and foot were normal. On the left 
foot, the skin was cold and moist, also 
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Fig. 2, Case 4 
Left foot before sympathectomy. 
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Temperature recordings before and after bilateral lumbar sympathectomy. 
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tion, the skin became dry, and there was a substantial 
increase in the temperature as noted with the derma- 
therm. The pulsations in the arteries were stronger, and 
the left foot was not cyanosed when dependent. A left 
lumbar sympathectomy was done (Fig. 3). The patient 
was given “pavex” treatments for two weeks before 
being discharged from the hospital. When examined eight 
months later he had returned to work with marked 
relief of symptoms (Fig. 4). 


RAYNAUD’S DISEASE 


Raynaud’s disease is more frequently en- 
countered in women; however, Hines and 
Christeen*®® of the Mayo Clinic found 21 per 
cent of their cases in men. It is definitely a 
functional vasospastic condition. People in the 
second and third decades are more frequently 
attacked. Emotional stress and exposure to 
cold act as precipitating factors in most cases. 

The upper extremities are more frequently in- 
volved in a ratio of about four to one. The 
symptoms begin with intermittent color changes 
in the terminal digits. Usually these changes 
involve both extremities but they may not be of 
the same degree. The changes vary from 
blanching and redness to cyanosis. When the lat- 
ter is present, the digits become cold, moist, and 
numb. Often when the involved extremity is 
suddenly warmed, the patient complains of a 
stinging, burning pain. As the disease pro- 
gtesses, the terminal or end arteries which 
are invelved in this disease, show obliterating 
endarteritis, which is similar to that seen in 
the primary vessels of Buerger’s disease. When 





Fig. 4, Case 4 


Left foot two weeks following lumbar sympathectomy. 
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these changes are noted in the terminal i 
sclerodermatous changes also develop in the 
digitis. This very often prevents the patient 
from doing any fine manipulative work. Also 
there may be gangrenous changes in the distg] 
ends of the digits. 


Case 5.—Raynaud’s Disease of the Upper Extremities 
—M. W., a white man, age forty-nine, occupation super. 
visor, was admitted October 6, 1944. 

The patient said that twelve years before he began to 
have attacks of burning, coldness in the distal ends of 
fingers of both hands. During the summertime his 
hands felt almost normal. But when the weather begins 
to turn cool, he is uncomfortable until the next summer. 
During the preceding four or five years he had to wear 
wool gloves all winter. His fingers became cold and 
moist. There was a pallor, later followed by cyanosis, 
During the latter months it was difficult for him to do 
any fine manipulative work; also changes had taken 
place in the finger nails, and ulcers had developed on 
the finger tips. 


Examination was negative to upper extremities. Blood 
pressure was 134/70. Both hands showed involvement 
of all fingers. The skin was moist and cool, and there 
was a small ulceration on the palmar surface of the 
thumbs. The nails showed atrophic changes. Pulsations 
were normal in the radial and ulnar arteries of both 
hands. 


The patient had a bilateral cervico-thoracic sympa- 
thectomy at ten-day intervals. There was a normal 
convalescence. Immediately following operation the 
fingers became warm and dry. The burning pain dis- 
appeared. The ulcerations healed. The patient was re- 
examined at six-month intervals and had no further 
trouble. He has not worn gloves since operation. 

Case 6—Raynaud’s Phenomenon—A white man, 
twenty-six years of age, gentile, an electrician, was ad- 
mitted to the hospital in April, 1945, complaining of 
coldness, pallor, and burning pain in the thumb, index, 
and middle fingers of the right hand. This condition 
began about seven years before, and was becoming pro- 
gressively worse. When his hand became cold, marked 
pallor developed. He said that he could do no fine 
manipulative work and had to wear a woolen glove dur- 
ing cold weather. He had a partial amputation of the 
left hand following a serious accident when he was 
eleven years of age. He had been unable to work be- 
cause of pain and discomfort in the right hand. 

Upon examination his heart was normal; blood pres- 
sure 120/80; and right hand had normal pulsations in 
the radial and ulnar arteries. There were atrophic 
changes in the nails of the thumb, index and middle 
fingers. All of the fingers were moist and cold. 


Paravertebral bloc using one per cent procaine solu- 
tion and bromsalizol gave very good immediate results. 
The fingers became dry, and there was an increase 
the skin temperature as recorded with the dermatherm. 
A right cervico-thoracic sympathectomy removing the 
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lower cervical first, second, and third thoracic ganglia 
and trunk was done. The patient developed a Horner’s 
syndrome, but the condition in the fingers was com- 
pletely relieved. 


CAUSALGIC STATES (DE TAKATS) 


Often following an injury*® or infection to 
an extremity, the patient develops hyperesthesia 
and pain. This occurs more frequently as was 
noted early by Mitchell, Morehouse and Keen,?* 
if the injury is in the region of a peripheral 
nerve. The patient may suffer from a burn- 
ing pain that varies from a trivial annoyance to 
severe torture. Often exposure ‘to the air, bed 
clothing or a mental stimulus will cause an 
exacerbation of pain. White and Smithwick?* 
have shown that after a period of time the 
skin may undergo characteristic changes be- 
coming “intensely red or cyanotic. There may 
be gradual atrophy with the skin becoming dry, 
and scaly, with trophic changes in the nails, with 
a thin glossy epidermis.” De Takats has shown 
it to be a vasomotor change from a reflex dis- 
turbance of the sympathetic centers. 


Case 7—Causalgia Left Foot and Ankle—H. N., a 
white woman, forty-two years of age, was admitted on 
February 2, 1945. Following a trivial injury to the 
popliteal area of left leg, she had developed severe 
agonizing pain in the left foot, and leg, extending to the 
knee. There was marked paresthesia and a sharp burn- 
ing pain. Movements of the foot or ankle precipitated 
an exacerbation of pain. The patient could not stand 
the bed clothing against the painful area. 

She had had a similar condition of the left thumb and 
index finger in 1941, which was relieved following a 
cervico-thoracic sympathectomy. 

Upon examination her heart was normal, and blood 
pressure 120/80. There was slight swelling of the left 
foot. The skin was warm and dry, and there were areas 
of paresthesia of the leg and foot. A paravertebral 
lumbar bloc was done on the left side. The symptoms 
were relieved for twenty-four hours. A left lumbar 


sympathectomy was then done with complete relief of 
symptoms. 


Case 8—Causalgia With Trophic Changes—J. N., a 
white man, age thirty-three, a machinist, in 1938 re- 
ceived a supposedly trivial injury to palmar surface of 
the left hand while at work. The webb space be- 
tween the ring and middle fingers was caught in a 
crushing injury. There was a small break in the skin 
in this area. The patient said he had severe pain, out 
of proportion to the apparent injury. A mild infection 
developed in the abrasion. During the next two years 
hyperesthesia, a constant burning pain remained, during 
which time, several minor operations were done to the 
hand, diathermy and x-ray treatments administered, and 
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alcohol injection to the ulnar nerve with only a progress 
of the disease. 


Examination was negative except for left hand. There 
was atrophy of the interosseus muscles and muscles of 
the hypothenar eminence. The skin was thickened and 
firm. The hand was cold; intrinsic movements of the 
hand could be performed, but poorly; flexion and ex- 
tension of the fingers was limited. There was osteo- 
porosis of the bones of the hand and fingers with 
hyperesthesia of the whole hand, especially over the 
distribution of the ulnar and median nerves. The pa- 
tient would not permit the hand to be touched, because 
he was afraid of causing an exacerbation of pain. 


Cervico-thoracic sympathectomy, removing the lower 
cervical, first and second thoracic ganglia and trunk was 
done. The relief of pain was immediate. The patient 
complained of hyperesthesia for several months. During 
thé next year all trophic disturbances disappearéd. The 
patient returned to his occupation with marked relief 
of symptoms. 


HYPERHIDROSIS OF NERVOUS ORIGIN 


Mild cases of hyperhidrosis are frequently 
encountered, but occasionally cases of excessive 
sweating involving the upper or lower extremities 
or both are seen. It is due according to most 
authorities to an over activity of the sympathetic 
nervous system. Often it is part of the Ray- 
naud’s disease syndrome. When the excessive 
sweating becomes intense, there may be macera- 
tion of the tissues, and the patient will suffer 
from repeated colds, and upper respiratory in- 
fections. Sympathectomy”® *° will give a perma- 
nent cure and should be used in the more severe 
cases that do not respond to medical measures. 


Case 9—Hyperhidrosis of Lower Extremities — 
W. C. E., a white man, a farmer, age thirty-seven, had 
had excessive sweating of his hands and feet for the 
preceding twenty years. The condition was the same in 
the winter as in the summer. It was necessary for him 
to wear cotton gloves so that his hand would not stick 
to everything he touched. It was necessary that he 
change his hose several times daily, and at times he 
could pour sweat out of his shoes. His feet and hands 
often became macerated and he had frequent colds dur- 
ing the winter. Various medical measures including x-ray 
treatment and 5 per cent formalin were of no avail. 


Examination was entirely negative except for ex- 
cessive sweating of the hands and feet. A bilateral 
lumbar sympathetic bloc was done using one per cent 
procaine solution. The sweating was relieved in the 
lower extremities for forty-eight hours. A _ bilateral 
lumbar sympathectomy was done in stages at one month 
intervals with complete relief of the symptoms in the 
lower extremities, the feet being warm and dry. Re- 
peated thoracic blocs using one per cent procaine and 








ialcohel partially relieved the hands. (This case was 
xeported in the Texas State Medical Journal). 


FROSTBITE 


The problem of frostbite has received in- 
creased attention of late due to its importance in 
wartime surgery. However, cases are fre- 
quently seen in civilian practice. Wright and 
Allen*! suggest that frostbite be classified clin- 
ically into degrees, like burns, depending upon 
tissue changes or involvement. Frostbite of the 
first degree involves only the outer layer of skin 
without blistering or peeling. Second degree is 
represented by blistering and peeling without 
involvement of the deep layers of the skin or 
subcutaneous tissues. In the third degree, there 
is sufficient damage to involve all layers of 
the skin and subcutaneous tissues. In _ the 
fourth degree, there is extensive destruction 
with gangrene of a part or the whole ex- 
tremity. 

There is a marked vasospasm** when an ex- 
tremity is exposed to cold. If the exposure is 
of short duration, the symptoms may be only 
trivial and frostbite of the first degree is ob- 
served. However, if the exposure is prolonged 
there are changes in the vessels resulting in an 
intimitis of the smaller arteries and arterioles. 
There is also an involvement of the endothelium 
of the terminal capillaries reducing their perme- 
ability. Thrombi may develop in the terminal 
arterioles. 


In addition to adequate** medical measures 
in the management of frostbite, when the cases 
are seen early, repeated paravertebral blocs 
using one per cent procaine have proven of 
value in relieving the vasospasm. If there are 
residual symptoms of vasospasm, lumbar sym- 
pathectomy will be of definite value. 


Case 10.—Frostbite of the Feet, Grade 3—L. H., a 
colored man, age forty-two, a laborer, was admitted to 
the surgical service of the Baltimore City Hospital on 
February 20, 1942. The patient said that one month 
earlier while working in a coal yard in the rain and 
snow, his feet became very cold. He went home at 
11:00 p.m. and put his feet by the fire for about two 
hours, during which time they began to pain him 
severely. He then put them in snow, and later soaked 
them in warm salt water. Next morning his feet and 
ankles were swollen and extremely painful. He again 
soaked them in salt water. Blisters and ulcerations 
developed on the toes, which were dressed daily at the 
dispensary of another hospital. 
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Examination on admission showed infected necrotic 
skin over the great toes, second, and third toes of eg 
foot. The patient complained of severe burning ain 
over both feet. Pulsations in the dorsalis pedis ang 
posterior tibial arteries were faint. In addition to 
routine surgical dressings, repeated paravertebral blocs 
were done, with improvement. On March 3 and 19 
lumbar sympathectomies were done to give a per- 
manent improvement in the circulation. The gangrenous 
areas were permitted to slough and plastic repair was 
done. The patient was discharged with considerable 
relief in vascular symptoms. 


Case 11.—Frostbite of the Feet, Grade 2—D. Jia 
white man, twenty-one years of age, was admitted to 
surgical service, Baltimore City Hospital on December 
7, 1942. He said that he had been drinking, and sat in 
his automobile and went to sleep for several hours, 
When he awoke, he noticed that his feet were itching 
and burning. He was arrested and committed to jail 
where it was noticed that he could not get his shoes on 
because his feet were swollen. There were small blisters 
on the toes. He was transferred to the Baltimore City 
Hospital three days after the initial injury. 


Upon examination, both feet were red around the 
ankles, but pink over the proximal part of the foot, 
The toes were cyanotic and covered with blisters with 
a foul serous discharge. The legs were edematous. 
The toes were cold. Pulsations in the dorsalis pedis and 
posterior tibial arteries were faint. The lesions on his 
feet were treated by removing the gangrenous tissue, but 
the patient complained of severe burning pain. Repeated 
paravertebral blocs were done. After each bloc the pain 
subsided for a short interval. The lesions gradually 
healed, but because of the persistent symptoms of vaso- 
spasm and pain and to give the feet a permanent in- 
crease in circulation, a bilateral lumbar sympathectomy 
was done at ten-day intervals. The patient has been 
re-examined on several occasions with evidence of con- 
siderable relief in vascular symptoms. 


THROMBOPHLEBITIS WITH LYMPHEDEMA 


Acute thrombophlebitis in the past often left 
a large percentage of its victims with a swollen, 
cold, and moist extremity that was extremely 
painful. Such extremities were prone to develop 
trophic ulcers, lymphedema and eczematoid areas 
over the lower part of the leg, ankle, and foot. 
These conditions were very slow to heal, and 
frequently recurred. Ochsner and DeBakey* 


* found that these patients had fibrosis and vaso 


spasm of the involved extremity. 


Case 12.—Thrombophlebitis, Chronic Lymphedema— 
C. A., a white man, thirty-six years of age, a salesmat, 
was admitted in January, 1946. The patient said that 
three years before he suffered a Pott’s fracture of the 
right leg. During convalescence he developed a rather 
severe thrombophlebitis necessitating removal of the 
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plaster of paris cast. The fracture healed, but the pa- 
tient continued to have a cold, swollen leg. There is 
marked pain in the calf muscles on exertion, also marked 
swelling of the lower leg, ankle, and foot, The pain in 
the calf muscles is partially relieved by rest. During 
the past four months the patient has been almost in- 
capacitated from the above symptoms. He has been 
unable to work. 

Upon examination, his heart was normal, and blood 
pressure 160/90. The right leg was swollen and 
edematous from the toes to the knee. When dependent 
it was mildly cyanotic. There was a large trophic 
ulcer on the anterior medial surface. The pulsations in 
the dorsalis pedis and posterior tibial arteries were very 
faint. The foot and toes were cool and moist. 


A right lumbar paravertebral bloc was done using 
one per cent procaine solution. The foot and leg be- 
came dry and warm with an apparent increase in the 
pulsations of the arteries. A right lumbar sympathectomy 
was done. The patient was discharged from the hos- 
pital at the end of fourteen days. The feet and legs 
were warm and dry, the trophic ulcer practically healed, 
and the edema greatly reduced. Subsequent examina- 
tion revealed very good results, except that the leg is 
still larger than the left, this being due to a permanent 
fibrosis. 


TECHNIC OF SYMPATHECTOMY 


During the past twenty years various op- 
erative technics have been developed to sym- 
pathectomize the upper and lower extremities. 
Each procedure was an improvement over its 
predecessor. 


The technic we use to sympathectomize the 
upper extremity is that developed by Smith- 
wick® °° which consists of removing the sec- 
ond and third thoracic ganglia and trunk through 
a posterior approach. Intratracheal anesthesia 
is used to advantage with this technic. 


The technic used for the lower extremities is 
that developed by Flathow,37 Pearl,?* and At- 
las. It is an anterolateral muscle splitting 
extraperitoneal approach to the lumbar sym- 
pathetic chain. Removal of the second, third 
and often the fourth ganglia and the trunk 
usually suffices. It is thought by some that 
after removal of the first lumbar ganglia the 
power of ejaculation in the male is lost. -This 
has been contested by de Takats.2® There is 
no disturbance in libido or orgasm. Spinal anes- 
thesia has been the anesthetic of choice. If 
both extremities are in need of sympathectomy, it 
can be done at weekly intervals. 


SUMMARY 


This form of treatment is of very definite 
value to a large group of ill patients. Some of 
it may still be in the experimental stage; how- 
ever, most of it has stood very well the test 
of time. Often it will prevent amputation for 
several years in cases of Buerger’s disease and 
arteriosclerosis obliterans. 
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DISCUSSION (Abstract) 


Dr. George D. Lilly, Miami, Fla—I do not believe 
that too much diagnostic significance should be attached 
to procaine injection of the sympathetic trunk. Cer- 
tainly, a positive reaction, that is to say, improvement 
in symptoms, is of significance. However, it has been 
my experience that a more prolonged interruption, such 
as that produced by surgical sympathectomy or by alco- 
holic injection, frequently affords very worthwhile re- 
sults in individuals who do not demonstrate any im- 
mediate improvement following a procaine block. It is 
my belief that where the sympathetic interruption is 
permanent, or semi-permanent, that the prolonged effect 
of sympathectomy is to produce some improvement in 
collateral circulation in almost every individual. And 
I am becoming more and more enthusiastic about the 
use of sympathectomy, either by surgical ganglionectomy 
or alcoholic injection, for the relief of arterial insuf- 
ficiency in the older group of patients with arterio- 
sclerosis. 


It has been my experience that sympathectomy is 
also of considerable value in that most baffling of 
problems, chronic lymphedema of the postphlebitic limb. 
Many of these cases show gratifying improvement fol- 
lowing external iliac vein ligation and sectioning, when 
combined with removal of the second, third, and fourth 
lumbar sympathetic ganglia and the intervening sym- 
pathetic trunk. I believe the improvement afforded in 
many of these cases by sympathectomy is attributable to 
increased arteriolar or capillary pulsation, which, in turn, 
improves lymphatic flow. 


Dr. J. Ross Veal, Washington, D. C—Dr. Hendricks 
has covered very well a large number of cases in which 
sympathetic surgery is used. A few conditions have been 
omitted. The first I would like to discuss is that of 
traumatic local shock, the type which is seen in frac- 
tures and severe contusions. These cases present in- 
creased pain out of proportion to the injury. Upon ex- 
amination we find evidence of marked local vasospasm. 
Unless the spasm is released, gangrene may result. I am 
sure many legs have been saved through the early 
recognition of this type of local shock and by releasing 
the spasm promptly by means of sympathetic block. 
This quickly relieves pain and places the tissue back in 
the proper circumstance for healing. 

The next group of cases in which sympathectomy may 
be of great value are the traumatic injuries directly to 
the arteries. In complete divisions of major arteries a 
small number may be repaired and the continuity of 
the vessels restored. Sympathectomy is not necessary. 
But in those in which ligation has to be performed many 
legs have been lost because the doctor did not know 
the value of sympathectomy. This procedure may open 
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sufficient collaterals to maintain nutrition of the lim 
and prevent gangrene. 


Today we are able to repair aneurysms without fear 
of gangrene, because we can now close the aneurysms 
and maintain adequate circulation by means of ap 
immediate sympathectomy. 

It behooves all of us to keep in mind the dangers oy 
soldiers faced in frostbites. A great number of thog 
boys are going to be discharged from the army, ap. 
parently well. We know they are not going to be well, 
because as years go by, many will have residual damage 
from the previous frostbite. We are seeing a large num. 
ber of ‘them now and they are presenting symptoms like 
Buerger’s disease. If these cases are sympathectomized 
early vascular spasm can be overcome and the circula- 
tion restored, but for those who have had too much 
tissue damage, little can be done by sympathectomy, 

Sympathetic surgery is not difficult surgery. Ap. 
parently some physicians feel it subjects the patient to 
a dangerous procedure. Under the technic used today 
I think we can put it down as a safe operation. Hun- 
dreds and hundreds of sympathectomies are done with- 
out loss of life. If the case is carefully studied and 
classified properly, one can assure the patient that he 
will receive a great measure of relief by this type of 
surgery. 





WHITHER ORTHOPEDICS* 


By Lenox D. Baker, M.D. 
Durham, North Carolina 


The wars of the Sixteenth Century and the 
appearance of the barber surgeon laid the 
foundation for orthopedics but the history of 
orthopedics as a specialty dates only to 1741 
when Nicholas Andry wrote his “Orthopaedia.” 
During the ensuing 200 years all branches of 
medicine and surgery made steady progress and 
orthopedics experienced many periods of sudden 
rapid growth. 

Andry who was educated for the clergy but 
later undertook the study of medicine was 
graduated from the Paris Faculty in 1697. Early 
in his career he showed an innate insight into 
what is one of today’s greatest medical prob- 
-lems, and the title of his graduation thesis was 
“What Part Is Played in the Cure of Disease by 
the Care of the Physician and the Obedience of 
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the Patient.” It is of interest that Andry should 
have written the first textbook on what has be- 
come a surgical specialty, as it is said that 
no doctor fought with such blind fury to pre- 
vent the surgeons from obtaining the honorable 
rank to which the nature of their profession 
entitled them. Undoubtedly Andry’s efforts ele- 
vated the standards of surgical teaching in that 
he succeeded in having rules passed that re- 
quired the presence of a physician at lithotomy 
and that prohibited the publication of any medi- 
cal work without the approval of the Faculty of 
Medicine. Such a rule probably would be of 
benefit to our profession today. 


Andry was an initiator and a precursor and 
although he has been described as a restless, 
meddlesome, jealous, irascible individual full of 
low intrigue and mean passions, history has 
proved that he did much to force the surgeons 
to meet the requirements of a thorough medical 
education. 


Following Andry’s time there developed 
throughout Europe a widespread interest in sub- 
jects of an orthopedic nature but our specialty 
made very little advance other than the work 
of the bone setters of the English Isles. How- 
ever, the Continental wars did furnish further 
experience in the treatment of trauma and in 
the development of splints and braces. 


Late in the Eighteenth Century an institute 
for the treatment of skeletal deformities was 
established by Jean Venal at Orbe, Switzerland. 
The institute was the first orthopedic hospital 
in the true sense. It was the development of 
such institutions devoted to the care of the crip- 
pled child in the Eighteenth and Nineteenth Cen- 
turies that elevated the bone setters to a higher 
plane in the profession but too much credit must 
not be taken as the moving force did not 
emanate from the profession but from the in- 
tellectual revolution which brought the crippled 
as a public charge to the consciousness of society. 
The various mechanical appliances needed in 
the treatment of the crippled and the chronicity 
of their diseases made them undesirable for 
treatment on general wards and as a result spe- 
cial hospitals were established. In describing 
the establishment of these institutions as 
exemplified by Venal’s hospital, Bick has said: 


t . * ¢ 
‘There were wards and individual rooms, space for 
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exercise, sun porches, and of utmost importance it 
possessed its own brace shop and mechanics. Under the 
direction of Venal all types of apparatus were made; 
special beds, braces and splints and for the first time 
orthopaedic surgery was practiced under its own aegis.” 

Please note that nothing is said about lab- 
oratories, research or investigative work. One 
of the harmful effects of this isolation and brace 
and splint building has been described by a for- 
mer chairman, Dr. Alfred R. Shands, Jr., who 
pointed out the great need for research in the 
field of orthopedics. Regardless of how good a 
job some of us may think our specialty is doing 
there is little doubt that we are better known 
for our ability to apply cast, traction or bone 
grafts than we are as a specialty well versed 
in the fundamentals of medical science. It is 
indeed unfortunate that many of our modern 
orthopedic centers have been established away 
from teaching centers where we might have been 
inoculated with interest in basic research; but 
back to our growth. 


It was the First World War that stimulated 
the rapid growth of our adolescence and moved 
us into the adult society of the medical profes- 
sion. All present here today are familiar with 
our history between the two world wars, a pe- 
riod in which our specialty in spite of rapid 
advances and world-wide recognition made few, 
if any, contributions to medical science. 


The first five years (1941-1946) following the 
two hundredth anniversary of the publication 
of Andry’s “Orthopaedia” saw the world en- 
gaged in its greatest conflict and orthopedics 
as in previous wars was given opportunities to 
treat and observe under controlled conditions lit- 
erally millions of patients with orthopedic 
wounds and diseases. In addition, we were sup- 
plied with new and efficient methods of chemo- 
therapy, the finest hospitals ever known, the 
advantages gained by research in fluid balance 
and an inexhaustable supply of blood and blood 
derivatives; but again these adjuncts came not 
from our efforts but from efforts of workers 
in other branches of medicine or allied sciences. 


Nineteen forty-six leaves orthopedic surgery 
facing its greatest opportunities with all the 
equipment including personnel, material and fi- 
nances to do the job. No specialty inspired the 
imagination of the young doctor in the service 
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as did orthopedics. No other specialty has the 


hospital facilities that are available to us. 


In 


addition, the excellent Veterans’ Program, devel- 
oped by Dr. Paul B. Magnuson, from a surgical 
viewpoint will be largely an orthopedic program 


for the next decade. No other specialty has 
many organizations such as 


so 


the National 


Foundation for Infantile Paralysis, the Baruch 
Committee for Rehabilitation, the National So- 
ciety for Crippled Children and Adults, the 
Committee on Cerebral Palsy, and the Shriners, 


interested in and willing to support their work. 


No other specialty has so well an organized 
Federal program as we have in the Children’s 
Bureau and in the Vocational Rehabilitation 


Programs. The work of these organizations 


is 


largely orthopedic in nature and will continue 
to be so. With such a background it appears 
that the three most urgent tasks facing us are: 
(1) the training of young orthopedists in the 
basic sciences and in investigative medicine; (2) 
the establishment of community rehabilitation 
centers; and (3) the establishment of research 
in our teaching centers. The placement of the 
young trainee is being well cared for by the 
American Board of Orthopaedic Surgery under 
the direction of Dr. Guy A. Caldwell and the 
Joint Committee on Graduate Education under 


the direction of Dr. A. R. Shands, Jr., but it 


is 


not at all certain that our training centers are 


prepared for the task beyond the teaching 


of 


surgical procedures and the application of casts, 


splints and braces. 


Until rehabilitation centers are available we 
will not carry on what has been learned of this 
the third phase of medicine, and if the centers 
are not established quickly the experience gained 
in the rehabilitation of our war casualties may 
be lost. The third task, that of research, is our 


greatest challenge. 


Not until we set up a satis- 


factory research program can we hope to attract 
the better minds in medicine to our field, and 


not until we do attract the brilliant student 


to 


our specialty will we rise above our past and 
present status. There are ample funds avail- 
able to carry on worthy research programs. There 
is more than an ample number of young doctors 
who will tackle the job if we will supply the fa- 


cilities and the opportunities. 


No specialty is as well prepared to accept 
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the challenge as is ours and we are being chal. 
lenged. In the development of these pr 
training, rehabilitation, and research, organi. 
tions outside our ranks are making Steps for. 
ward in the eternal quest for fellowship servic. 
and they await our cooperation. 


Recently in addressing the student body of 
Johns Hopkins University the president of tha 
institution, Dr. Isia Bowman, said: 
“Citizenship comes first today in our crowded world, 
No man can enjoy the privileges of education and, 
thereafter, with a clear conscience break his contract 
with society. To respect that contract is to be mature, 
to strengthen it is to be a good citizen; to do more than 
your share under it is to be noble.” 

If orthopedics will take such a standard for 
its own responsibilities the potentialities of our 
specialty can be realized. 





SOME SYSTEMIC DISTURBANCES 
OCCURRING DURING SPINAL 
ANESTHESIA* 


By Davin A. Davis, M.D. 
Chattanooga, Tennessee 


It is a universally accepted fact that spinal 
anesthesia provides certain operating conditions 
unequalled by other anesthetic agents. The 
complete muscular relaxation, quiet respiration 
and contraction of the intestines do much to 
facilitate exposure and make difficult technical 
procedures easier. The lack of certain side 
effects produced by other agents combines to 
make spinal anesthesia favored by many sur- 
geons, particularly for abdominal, rectal, and 
urological procedures. Many patients are im- 
pressed by the fact that they may undergo 
surgical procedures without pain, retaining all 
their mental facilities and avoiding the psychic 
trauma which sometimes attends induction with 
and recovery from inhalation agents. 

When spinal anesthesia was first introduced 
it was hoped that surgical procedures might be 
performed on poor risk patients without the 
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additional trauma of deep ether or chloroform 
anesthesia. But clinical experience soon showed 
that spinal anesthesia alone oftentimes pro- 
duced such severe systemic disturbances that of 
necessity it had to be denied to those patients 
whom it might benefit most. 


Investigation of the physiologic disturbances 
occurring during spinal anesthesia presents many 
difficulties and shortcomings. Our knowledge 
of the control of the peripheral vascular bed 
is inadequate. Transfer of data from experi- 
mental animals to humans is difficult and ani- 
mals must often be subjected to. general nar- 
cosis in order to produce spinal anesthesia. The 
effects of surgical procedures must be consid- 
ered. The inter-relation and integration of 
the different organ systems, particularly the 
vascular and respiratory systems, make it hard 
to ascribe certain physiologic disturbances to 
changes in one organ system alone. Variations 
in individual physiologic responses to spinal 
anesthesia make it difficult to predict how a pa- 
tient will react and just what “margin of safety” 
remains to compensate for the effects of the sur- 
gical procedure. 


When a solution of a local anesthetic drug 
is injected into the subarachnoid space the 
drug penetrates the nerve roots and the super- 
ficial portion of the cord itself and nervous im- 
pulses are blocked.1 Sensory, motor and 
autonomic fibers are paralyzed. Since the 
smaller fibers are blocked by a lower concen- 
tration of drug than the larger sensory and 
motor fibers, and since skin anesthesia does 
not end abruptly but tapers off into a zone of 
hypalgesia, it is probable that autonomic pa- 
ralysis is more widespread than motor and sen- 
sory paralysis might indicate?* Shortly 
after induction of spinal anesthesia (5-20 min- 
utes) various physiological disturbances begin 
to manifest themselves. These disturbances are 
due to a functional denervation of the various 
parts of the body supplied by the motor, sym- 
pathetic and sensory nerves which are anesthet- 
ized; and the degree of physiologic imbalance 
depends largely upon the number of nerves 
blocked, that is, the height of anesthesia. It 
is only remotely possible that systemic ab- 
sorption of the drug has anything to do with 
these disturbances,*®® It must be emphasized 
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that this functional denervation is not complete, 
for the fibers of the vagus nerve are still intact 
and exert their influence on the organs which 
they innervate. 

Other than the temporary blockage of con- 
duction in the nerve roots, spinal anesthesia with 
modern drugs and careful technic produces lit- 
tle change in the central nervous system. A 
slight pleocytosis, increase in sugar of the spinal 
fluid and hyperemia of the cord follow lum- 
bar puncture and injection of the drug.7® 
These changes are minimal and are rarely of 
consequence. Normally no changes in the 
spinal fluid are detectable after the first few 
days.® 


Thus spinal anesthesia provides exceptional 
motor and sensory paralysis with a minimal 
disturbance at the site of absorption of the 
drug. Indeed one of the advantages claimed 
for spinal anesthesia is that the respiratory tract ~ 
is not subjected to irritating vapors and the 
patient is spared the sensation of suffocation 
which may accompany anesthesia by imhala- 
tion agents. Yet high spinal anesthesia may 
cause distinct disturbances in the respiratory 
system, and respiratory failure is a common 
cause of deaths attributable to spinal agents. 


Respiration is maintained by the intercostal 
muscles which are innervated by the thoracic 
segmental spinal nerves, and the diaphragm 
which is supplied by fibers from the third, 
fourth, and fifth cervical segments which form 
the phrenic nerves. In the high spinal anes- 
thesia which is necessary for upper abdominal 
surgery the intercostal muscles are almost com- 
pletely paralyzed and respiration must be car- 
ried on by the diaphragm alone. 


In the normal person under high spinal 
anesthesia this structure is quite adequate to 
provide sufficient oxygenation in spite of the 
reduction of tidal volume which occurs. But 
in a patient with a diminished respiratory re- 
serve intercostal paralysis may lead to an 
anoxic anoxia. Normally the diaphragm com- 
pensates for intercostal paralysis by increased 
excursions. But in cases of increased intra- 


abdominal pressure, such as ascites, intestinal 
obstruction, and pregnancy the diaphragm may 
be unable to move enough to carry on an ade- 
quate respiratory exchange. 


Intercostal paral- 
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ysis also may lead to a subjective feeling of 
“smothering’”’” and although ventilation may 
be adequate the experience may be rather 
alarming to the patient. If the drug ascends 
into the cervical segments the phrenic nerves 
may become paralyzed and complete respira- 
tory failure will occur. Another cause of respira- 
tory failure is the depression of the respira- 
tory center which may follow a drop in blood 
pressure with resulting medullary anoxemia. 
This respiratory paralysis may not be immedi- 
ately apparent, but may take place gradually 
over the period of time it takes for the drugs 
tu become “fixed” in the nerves and spinal 
fluid." It is absolutely essential that pa- 
tients be closely watched during this period and 
that adequate means of artificial respiration 
under positive pressure be on hand. Absence 
of a gas machine should be considered an ab- 
solute contraindication to high spinal anes- 
thesia. 


Nausea is often a disturbing complication of 
high spinal anesthesia. This nausea is due to a 
decreased blood flow through the medulla with 
a resultant stimulation of the vomiting center. 
This explains the relief of nausea afforded the 


patient by either increasing the medullary blood 
flow of means of vasopressor drugs or by in- 
creasing the oxygen saturation of the blood by 
inhalation of oxygen. 


Premedication of the patient who is to re- 
ceive a high spinal anesthetic should be care- 
fully considered. CoTui’ has shown in dogs 
that the likelihood of phrenic paralysis by di- 
lute solutions is increased by oversedation with 
morphine and barbiturates. Schreiber’ has 
commented on cases of permanent personality 
changes which he has seen following high 
spinal anesthetics given to patients who had 
received large doses of morphine. He blames 
this damage to the nervous centers on anoxia 
due to a combination of paralysis of the mus- 
cles of respiration and depression of the respira- 
tory center. 


Paralysis of the muscles of respiration leads 
to still another disturbance of normal physiology. 
One of the important factors in the return of 
blood to the heart is the “sucking action” or 
“aspiration” of blood into the chest by respira- 
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tory movements. With intercostal paralysis the 
intrathoracic pressure becomes less negati 
the venous return to the heart is diminished 
and the cardiac output is decreased. 


It must be emphasized that the above state. 
ments regarding paralysis of the respj 
muscles do not apply to patients given “low” 
or “saddle” spinal anesthesia but to those ip 
whom levels extend well up into the thoracic re. 
gions. Further emphasis should be placed op 
the importance of prevention of unn 
spread of the level of anesthesia by avoiding 
the use of large volumes of solution, barbotage 
and maintenance of the head-down position after 
induction. Most important is the fact that a 
patient under spinal anesthesia should be closely 
watched with adequate means of artificial vep- 
tilation available. 


Probably the most striking alterations of 
physiology during spinal anesthesia occur in the 
cardiovascular system. Although these changes 
are most frequently observed and steps almost 
always taken to prevent them, our knowledge 
of the pathological physiology involved is most 
inadequate. Much remains to be learned con- 
cerning the peripheral vascular bed and its con- 
trol. The mechanism of individual variation of 
“vasomotor tone” is not clear. It is difficult 
to transfer experimental data on circulatory 
control from animals to humans and even from 
one species of animal to another. Experimental 
data on human subjects are too often complicated 
by the additional factors of premedication and 
surgical trauma. These subjects are usually ab- 
normal, and because of their abnormality are 
being subjected to surgery. It is a well known 
fact that the body possesses certain mechanisms 
to compensate for alterations in cardiovascular 
physiology and that many of these are under 
nervous control. But when some of these mech- 
anisms are paralyzed and others are probably 
over-active sound interpretation of results is 
quite difficult. There is such close integra- 


‘tion between the different organ systems of the 


body, particularly the respiratory and circula- 
tory systems, that it is impossible to state def- 
initely that a certain physiologic disturbance 
following spinal anesthesia is due to an effect 
on one organ system alone. And while gener- 
ally speaking the severity of cardiovascular im- 
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palance depends on the height of anesthesia, 
this is not always the case. 


Many explanations have been offered for 
the changes in the cardiovascular system which 
follow the induction of spinal anesthesia. When 
one considers the effect of paralysis of the 
spinal nerves on the heart itself, in the light of 
our present knowledge the only nerves affected 
are sympathetic cardio-accelerator fibers which 
come from the upper 5 thoracic segments.!* 15 
Paralysis of these fibers with a resultant in- 
crease in effect of the intact vagi would lead to 
cardiac slowing, especially if the vagi are not 
depressed by atropine or scopolamine. It may 
be argued that cardiac slowing may occur in low 
spinal anesthesia but as previously pointed out 
diffusion of a weak concentration of the anes- 
thetic agent to a higher level may occur and 
produce a paralysis of the small autonomic nerves 
with little change in the larger sensory and 
motor fibers.? * 1° 


The most obvious manifestation of a car- 
diovascular disturbance following spinal anes- 
thesia is a fall in blood pressure. This drop 
usually occurs from 5 to 20 minutes follow- 
ing the introduction of the anesthetic agent. 
The incidence of this fall in blood pressure 
varies, but is probably in the neighborhood 
of 70 per cent.2* The systolic pressure falls 
to a variable degree while the diastolic pres- 
sure falls only slightly or maintains itself 
fairly well. The pulse pressure is reduced. The 
pulse is full and usually slow. The usual 
course of the blood pressure curve of an un- 
treated case then consists of either a mainte- 
nance of the blood pressure at a low level or, 
more commonly, a gradual rise to a level lower 
than the pre-anesthetic reading. As the anes- 
thetic begins to wear off the blood pressure 
and pulse rates begin to rise, usually before 
the patient begins to move or complain of pain. 


The etiology of the hypotension caused by 
spinal anesthesia has been studied by many 
investigators yet no one factor seems adequately 
to explain the changes which take place. The 
paralysis of a part of the sympathetic nervous 
system has a great many effects. Surgical sym- 
pathectomy is widely employed in the treat- 


ment of hypertension. With sympathetic pa- 
talysis there is an enlargement of the vascular 
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bed of the skin as evidenced by the increased 
redness and heat. The splanchnic vessels are 
denervated, but clinically one is not impressed 
by a degree of vasodilatation which would ac- 
count for a large fall in blood pressure. The 
perfusion rate in the anesthetized limb is in- 
creased, indicating vasodilatation.24 The smooth 
muscle of the spleen is paralyzed and this or- 
gan enlarges to four or five times its normal 
size and is packed with red cells.1° The adrenal 
medulla is deprived of secretory impulses and 
the gland becomes depleted of epinephrine.’7 
Sarnoff and Arrowood’ have used dilute solu- 
tion of procaine intrathecally and consistently 
produced a peripheral vasodilatation and lower- 
ing of blood pressure without somatic sensory 
or motor paralysis. With a paralysis of vaso- 
constrictor nerves the normal central pressor 
response to carbon dioxide is lost, and it has 
been shown that patients under high spinal anes- 
thesia who inhale carbon dioxide-oxygen mix- 
tures seldom show a rise in blood pressure. On 
the other hand the local vasodilator effect of 
carbon dioxide exerts its influence and a further 


lowering of blood pressure often takes place.’® 
18 19 20 32 


The carotid sinus mechanism is one of the 
most important factors in the maintenance of 
normal vasomotor function and in compensating 
for alterations in blood ‘pressure, blood volume, 
and blood distribution. Spinal anesthesia elim- 
inates this mechanism in the anesthetized areas 
by blocking the efferent vasoconstrictor im- 
pulses.2! 22. This reflex vasoconstriction remains 
intact in the unanesthetized area however, as 
evidenced often by the pallor and coolness of the 
skin of the unanesthetized part of the body. 
The efficiency of these compensatory mechan- 
isms would seem therefore to depend on the 
amount of the body left unaffected by the anes- 
thetic. The importance of this vasoconstrictor 
paralysis is clearly demonstrated by the marked 
changes in blood pressure following change of 
position’® !9 20 22 28 and the intolerance to blood 
loss!® 24 which occurs in subjects who have 
received spinal anesthesia. 


While sympathetic paralysis and vasodilata- 
tion undoubtedly have some part in the pro- 
duction of hypotension in spinal anesthesia, 
these factors do not adequately explain certain 
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clinical findings. According to Smith and his 
associates”? a large part of the peripheral 
vascular bed is probably under autonomous 
control and is not affected by nervous im- 
pulses. Smith et alii?® and Papper, Brad- 
ley, and Rovenstine** ** have critically reviewed 
the circulatory disturbances known to occur un- 
der spinal anesthesia. These investigators point 
out that if vasodilatation alone caused the fall 
in blood pressure there should be a marked 
fall in diastolic pressure and that clinically this 
is not the case. They conclude that the only 
satisfactory explanation for the fall in systolic 
pressure, decreased cardiac output5 26 28 lowered 
venous pressure*’ 2° widened arterio-venous ox- 
ygen difference® *® 9° 31 3233 and increased cir- 
culation time?’ ** is a failure not in the arterial 
system but in the venous return to the heart. 
Since muscle contraction and tone is an im- 
portant factor in venous return to the heart, 
this venous failure may be attributed to the 
absolute muscular flaccidity which follows spinal 
anesthesia.*5 3¢ 37 


Other factors promoting venous return to the 
heart are the subatmospheric intrathoracic pres- 
sure and the support afforded the large ab- 
dominal veins by contraction of the abdominal 
walls. With high spinal anesthesia the normal 
relationship between intra-abdominal and intra- 
thoracic pressure is changed so that they tend 
to approximate each other and thus promote 
stagnation in the venous circuit. The nor- 
mal “aspiration” of blood into the chest is de- 
pressed.*? 38 394041 The importance of altera- 
tions intra-abdominal pressure is illustrated by 
the fact previously mentioned that patients with 
abdominal distention (intestinal obstruction, 
ascites, pregnancy, etc.) tolerate spinal anes- 
thesia poorly. The depressant effect of medullary 
anoxia on the vasomotor center has already been 
mentioned, but the importance of the close 
correlation of function between respiration and 
circulation cannot be overemphasized.'! 12 32 33 44 


So when the effects of nerve paralysis on 
the peripheral vascular bed are considered, the 
following factors come into play: (1) There is 
a blockage of the impulses which tend to main- 
tain the tone of the peripheral vessels. (2) 
With a sympathetic paralysis the efferent end 
of the carotid sinus reflex is knocked out in 
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the anesthetized area, depriving the body of 
an important means of compensating for 

in the peripheral vascular bed. (3) There js 
an absolute flaccidity of skeletal muscle which 
tends to promote venous stagnation. (4) In 
high spinal anesthesia the normal relationship 
of intra-abdominal and intrathoracic pressure j 
upset due to abdominal and intercostal paral. 
ysis with slowing of venous return to the heart. 
(5) Any depression or inadequacy of respira- 
tion leads to a depression of circulation, [t 
is obvious that any or all of these factors can 
come into play and it seems reasonable to as. 
sume that the degree to which they exer. 
cise their effect depends upon the number of 
segments anesthetized. It is furthermore rea- 
sonable to assume that certain of these factors 
are affected in every patient receiving a spinal 
anesthetic and that whether or not obvious 
changes take place in the circulatory system 
depends on the ability of the body to com- 
pensate for these changes. This leads one to 
the conclusion that patients who have a low 
physiologic reserve would be poor candidates 
for spinal anesthesia unless the level of anes- 
thesia is confined to the lumbar and sacral 
segments. Certainly clinical experience bears 
this out. 


It is in the field of abdominal surgery that 
spinal anesthesia enjoys its greatest popularity 
among surgeons, particularly because of the 
relaxation produced by absolute muscular pa- 
ralysis. But spinal anesthesia produces other 
changes in the abdominal viscera themselves. 

The intra-abdominal organs are innervated 
by the autonomic nervous system. Their sym- 
pathetic supply comes from the thoracic and 
lumbar ganglia which are in turn supplied by 
fibers arising segmentally from the cord. Their 
parasympathetic innervation comes from the 
sacral nerves and from branches of the vagus 
nerve. The physiologic changes occurring in 
the abdominal viscera are generally speaking 
due to absence of sympathetic stimuli with a re 
sultant predominance of the vagus nerves. 

The gastro-intestinal tract undergoes rather 
striking changes following spinal anesthesia. The 
bowel is contracted. Peristalsis is present oF 
overactive. The wall of the bowel is pale, and 
one is not impressed by any dilatation of the 
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splanchnic vessels. This contraction of the in- 
testines is of value by making abdominal ex- 
ploration and closure easier but cases of per- 
foration of dilated bowel following spinal anes- 
thesia have been reported.* 


A common and rather unpleasant occur- 
rence referable to the gastro-intestinal tract is 
the nausea, discomfort, or actual pain which ac- 
companies traction on abdominal viscera. The 
route of transmission of these visceral afferent 
impulses is not quite clear, but these sensa- 
tions are either carried by the vagus nerves or 
other nerves which enter the cord at a very 
high level.#* This type of nausea and discom- 
fort is different from the nausea due to hypo- 
tension which was previously described and does 
not respond to vasopressor drugs or inhalations 
of oxygen. The pain is of a low intensity, how- 
ever, and is usually easily controlled by seda- 
tion or light inhalation or intravenous anes- 
thesia. 


The spleen is greatly affected by spinal anes- 
thesia. Normally the spleen is_ constantly 
changing its size, apparently compensating for 
demands of the body for red blood cells. Fol- 
lowing the paralysis of the sympathetic efferent 
fibers to the spleen, it dilates to 4-5 times its 
normal size and becomes packed with red 
cells.° This dilatation of the spleen is due to 
relaxation of the smooth muscle of the capsule 
and trabeculae of the spleen. It is not particu- 
larly apparent in a spleen which is already en- 
larged or fibrosed due to some systemic dis- 
ease. As previously mentioned the paralysis 
and enlargement of the spleen deprives the 
body of one of its more important mechanisms 
which compensate for change in the vascular 
bed. 


As far as is known the liver and biliary sys- 
tem are not affected by spinal anesthesia un- 
less there is a sustained drop in blood pres- 
sure with resultant depression of function. Al- 
though the local anesthetic drugs are detoxi- 
fied by the liver, liver damage is no contra- 
indication to their use because of the small 
amounts of the agent used. 


As a result of paralysis of the sympathetic 
herves to the adrenal glands production of 
epinephrine ceases and the supply of this drug 
in the gland becomes depleted.1? This deple- 
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tion of epinephrine has been blamed for the 
fall in blood pressure, but conclusive evidence 
to bear this out is lacking. 

The function of the kidneys is singularly 
unchanged by spinal anesthesia. This has been 
shown by the work of Smith and his asso- 
ciates*® who found that renal clearance was 
not disturbed by spinal anesthesia in normal 
unoperated subjects. They failed to show any 
changes in the renal blood flow and state that 
the renal circulation is under an autonomous 
control and is not subject to nervous influ- 
ences. The renal vessels do not partake in the 
reflex vasoconstriction stimulated by hemor- 
rhage or the carotid sinus mechanism. This 
lack of physiologic disturbance in the kid- 
neys constitutes a distinct advantage for spinal 
anesthesia but too often there are other com- 
plicating factors in the cardiovascular system 
associated with renal pathology. 


The bladder musculature is completely paral- 
yzed under spinal anesthesia and this fact 
may lead to trouble postoperatively. With 
muscular paralysis and loss of sensation the 
bladder may become overdistended and lose 
its tone. Cystometry following spinal anes- 
thesia shows a marked increase in bladder ca- 
pacity. This combination of atony and loss 
of stimulus to void may lead to complications 
in the postoperative period and the need of 
careful watching of the bladder and prophylactic 
catheterization has been emphasized.*® 


Spinal anesthesia has certain effects on the 
pregnant uterus. The pain of uterine con- 
tractions can be relieved by blocking segments 
below the tenth dorsal*® and much of this 
pain relief is due to sympathetic blockage. 
If anesthesia extends much above this level 
uterine contractions will be inhibited but the 
tone of the uterus is well maintained.” Spinal 
anesthesia is therefore useless when uterine re- 
laxation is desired. In cesarean section done 
under spinal anesthesia the uterus is firm and 
rather pale. Certainly there is no dilatation of 
the uterine vessels. 


The sphincters are well relaxed and easily di- 
lated under spinal anesthesia. This fact finds 


striking application in the field of rectal sur- 
gery where the anal sphincter is completely 
relaxed by a low spinal or “saddle” anesthetic 
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with a minimum of alteration in the physiology anesthesia to as few segments of the body a 


of the rest of the body. 


The circulating fluid balance is very little 
affected by spinal anesthesia in unoperated pa- 
tients. There is remarkably little change in the 
blood volume”>28 blood viscosity** 4* protein 
content*® or hemoglobin values.** The only 
significant change in the blood chemistry is 
the lowering of the oxygen content of the venous 
blood?5 29 3° 3133 which probably indicates stag- 
nation in the venous circuit. Certainly in the 
hypotension of spinal anesthesia there do not 
occur the dramatic evidences of hemoconcen- 
tration which are found in so-called “surgical 
shock,” and these two conditions have little 
in common in clinical appearance, etiology, and 
treatment. Table 1 shows the relationship be- 
tween the two conditions. 


SUMMARY 


The etiology of some of the physiologic dis- 
turbances produced in the body by spinal anes- 
thesia is reviewed. 

These physiologic disturbances are accounted 
for by paralysis of the various components of 
the spinal nerve roots, and in general the sever- 
ity of the disturbances depends on the height 
of anesthesia. 

The desirability of confining the level of 


COMPARISON OF HYPOTENSION DUE TO SPINAL 
ANESTHESIA AND “SURGICAL SHOCK” 











Spinal Anesthesia Surgical Shock 
No hemoconcen- Hemoconcen- 
tration tration 
Blood pressure Lowered Lowered 
Pulse Unchanged or slow Rapid thready 


Volume full 
Red cell count 


Hemoglobin 

Hematocrit Little change Marked increase 
Blood volume Little change Reduced 

Blood viscosity Little change Increased 

Cardiac output Reduced Reduced 

Venous pressure Reduced Venous collapse , 
Circulation time Normal or increased Increased 

Size of vascular bed Increased Reduced 
Response to fluids Poor Good 

Response to vasopressors Good Poor 
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st, ry Overholt, Richard H.: Intraperitoneal Pressure. Arch. Sur- not like it.” In my town we have a group with a clinic 
: 22:691, 1931 i i i 
in Pa he Biches’ Ii: Postoperative Polinenery Mypoventiie- and a hospital that do practically all their work under 
> " ton: The Effect of Opening the Peritoneal Cavity. Anesthesia spinal anesthesia, and they help me about as much as 
m and ae, iM tinal a they help themselves, because many of their patients 
= 42. — Proc. Soc. Exper. Biol. and Med., 42:291, 1939. come over to us after they have been operated upon 
43, Best, C. H.; and Taylor, N. B.: The Physiological Basis of there and say, “I have a good surgeon over there but I 
jay Wilkins’ Co ios So do ee any more spinal anesthesia.” I think you 
and 4. Thompson, K. W.: Spinal Anesthesia. An Experimental have to take into consideration the fact that the average 
etic Study. — “Y. = ogy Poon y ra patient does not like it. When you use spinal an- 
pe ” Belts 896, ee ° esthesia. ouré- esthesia, you must feel that it is not an anesthetic of 
30. 4. Cleland, J. G. P.: Paravertebral Anesthesia in Obstetrics choice primarily. In other words, you should not 
otal Surg., Gyn., and Obst., 57:51, . attempt to make your patient fit the anesthesia, but 
rg., 47. Malpas, Percy: The Pattern of the Contractions of the 7 ? 
Pregnant Uterus Under Spinal Anesthesia and the Attendant father adapt the anesthesia to the patient. In very 
ol., Cues fs here —e J. Obst. and definite selected case$ spinal is a wonderful anesthesia 
ring 48. Koster, Harry; Shapiro, Arthur; Goldberg, Aaron: Spinal and nothing takes its place. For instance, in intestinal 
nes Anesthesia and Surgical Shock. Arch. Surg., 42:795, 1941. obstruction I think it is the anesthetic par excellence, E 
, ee because the complete relaxation that it gives saves a 4 
ad Medical Arts Building great deal of intestinal trauma. 
rd _ In conclusion, I would like to say that my son is 
: » DISCUSSION (Abstract) with me now, and he very much likes spinal anesthesia. 
isu, Dr. W. E. Bageant, Washington, D. C—Yesterday Dr. oe e oa, Waele, m Cae & meee 
ons A é - meeting recently in Boston, we noticed a decided change 
Davis and I had a discussion with the Duke University . : : ; . 
Cin pup 2s to the existence of afferent sensory fibers in in attitude toward straight spinal. Dr. Woodbridge of 
aa the vagus nerve. This group, in performing vagotomies Scranton said that spinal anesthesia was not the ideal 
: : : anesthetic in upper abdominal work, even though it 
for patients with peptic ulcers, have concluded that : : ! 
Cir the immediate pain relief resulting from the ‘operativ produced relaxation, because certain reflexes not reached 
A., , x eee by the spinal were still operative. It has been their 
procedure is not due to interruption of sensory fibers : 
. dl 2 custom to use balanced anesthesia rather than to use 
ot in the vagus nerve. Further to prove their premise, they : : : : : 
eid stimula : : . spinal exclusively. They prefer, when straight spinal is ‘ 
ted the vagus nerve in the neck region, under P : 
ion local anesthesia, and produced efferent vagal effects ane Se Sit 6 TE. Oe - ager Aauaddicmggae- 
ia ah ee tambon cnnintieds tn tie aieibiiin bees relaxation if the spinal is insufficient with curare and 
. “ »” 
a and vomiting. These same symptoms could not be pro- a a a ee : 
— duced in patients under spinal anesthesia by similar Dr. Davis (closing) —I believe most investigators feel y 
iol. vagal stimulation. It had been my belief that disturbing that the vagus nerves do not carry pain sensation. Again, 
4 traction reflexes were carried by sympathetic sensory that may be open to some doubt. The type of stimulus 


fibers of the vagus nerve to the sensorium by way of 
the medulla, in patients having even high spinal anes- 
thesia. In three instances, I have seen patients have 


provided is important. White and Smithwick claim that 
the vagus nerves do not carry pain sensation. My 
authority for saying that these impulses come by way 
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of the vagus or by some nerves which enter the cord at imply the nutritional maintenance of an indi- 
a high level is Best and Taylor’s text on physiology. vidual by intravenous materials alone, was firs 

As I have said before, I have no conclusive proof to used by Elman,’ * who successfully admin, 
offer that these sensations are mediated by the vagus. istered the amino acids of hydrolyzed casein to 


Certainly we know that they occur in a large number . ° 
of patients, and the patients do not like them very adults in 1939. That casein hydrolysates ate 


much. They find the experience rather terrifying. Much capable of supplying nitrogen utilizable for ny. 
depends upon the surgeon. Surgeons who exercise very tritional purposes as well as for the maintenance 
careful and gentle technic will find that their patients of plasma proteins and hemoglobin has bem 
do not get unpleasant reflexes as often as those who do chown conclusively. The parenteral administra. 
their surgery with a good deal of pulling. . 

tion of nitrogenous pabulum has been reported 
to be useful in postoperative surgical prob. 

43 5 oat 

TOTAL INTRAVENOUS ALIMENTATION, /e™s,* in burns,® starvation” and general con. 


ITS TECHNICS AND THERAPEUTIC congenial Usually intravenous alimentation 

- as been used as a temporary procedure, de 

INDICATIONS* signed to support the patient over a short pe. 

riod during which oral intake either could not 
be given or required supplementation. 


Total intravenous feeding over long periods . 








By Roy S. Bicuam, Jr., M.D., 
Charlotte, North Carolina 


Rosert E. Mason, M.D., as a measure directed toward complete rest for 
and the grastro-intestinal tract, while maintaining 
Joun Eacer Howarp, M.D. the nutritional state of the individual, has 


been suggested frequently; but little has been 
reported on the effects of such feeding. Long 
term adequate nutrition by vein alone has been 
reported by Gardner® for periods up to 14 
days, Elman? for two weeks, Landesman and 
Weinstein? 12 days, Brunschwig’ 27 days, 
Albright"! 40 days; and, recently, a patient was 
maintained by Brunschwig!” for 55 days. 


Baltimore, Maryland 





The administration of parenteral fluids has 
become a commonplace procedure in the past 
three decades, but it is only recently that nitro- 
genous materials other than blood and plasma 
have become available for this purpose. Amino 
acid mixtures, together with glucose, salts and 
vitamins, permit the administration of an intra- The purpose of this communication is to re 
venous diet capable of maintaining nutrition view our experience with total intravenous feed- 
over long periods of time. A considerable body ing and to emphasize some of the uses, both 
of investigation concerning protein digests and therapeutic and investigative, to which intra 
synthetic amino acids, their flexibility and venous alimentation adapts itself. The protein 
methods of administration, is being carried out hydrolysate used in these observations was 
under the added impetus, in part, of the de- “amigen.”* 
mands for nutritional rehabilitation of trauma- Investigation of protein metabolism during 
tized and undernourished individuals in the periods of total intravenous feeding has been 
armed forces and occupied areas. Separate ex- carried out in more than 25 cases to date. The 
plorations into the field of intravenous fat ad- group has included normal individuals, patients 
ministration offer the prospect of an eventual with acute infections such as malaria and ub 
simple complete intravenous diet. cerative colitis, degenerative diseases and patients 

The term “intravenous alimentation,” to before and after major surgical operations. That 

* casein hydrolysates administered intravenously 
provide an acceptable form of nitrogen is well 
vernal Seti om Medicine, Southern Medical Asociation established, and we have found no indication 

*From the Department of Medicine of the Johns Hopkins Uni- that these elements are handled differently from 


versity and the Johns Hopkins Hospital. protein given orally during the protein catabo 

*The work described in this paper was done under a contract, 
recommended by the Committee on Medical Research, between 
the Office of Scientific Research and Development and the Johns *Supplied through the courtesy of Dr. Warren M. Coz, Jr., Mead 
Hopkins University. Johnson and Company, Evansville, Indiana. 
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ism reaction* which occurs after trauma, op- 
eration OF infection.* In all the patients herein 
summarized, a simple calculation was made of 
basal caloric and nitrogen requirements of the 
individual at bed rest, namely: 10 grams nitro- 
gen and 1,600 calories per 1.73 sq.m. body sur- 
face’ The desired daily intake of nitrogen 
as “amigen” and of calories in the form of added 
glucose was then decided according to the 
clinical and nutritional state of the patients, al- 
ways retaining the proportions of 6.25 grams 
nitrogen per 1,000 calories. On the average, 12 
grams of nitrogen and 1,900 calories were ad- 
ministered daily, that is, 100 grams “amigen” 
and 375 grams glucose in 3,500-4,500 c. c. water. 
Sodium chloride intake varied from 4.25 to 8.5 
grams daily. Initially, such mixtures were 
made up under aseptic precautions from 10 
per cent “amigen” solutions provided by the 
manufacturer and standard glucose and.saline 
solutions that were available on the general 
wards. These were mixed together and kept re- 
frigerated until administered. Such a procedure, 
while adaptable for feeding over short periods, 
requires great care and offers many opportunities 
for a break in sterile technic.t When intravenous 
alimentation can be planned in advance and is to 
be carried out over considerable periods of time, 
there should be employed stock flasks of glu- 
cose and salt solution of such concentration that 
the addition of “amigen” provides a daily ration 
of the desired content and volume. 

The casein hydrolysate used in these experi- 
ments is devoid of vitamins and, as will be 
noted from Table 1, is essentially free of potas- 
sium. Where intravenous feeding has been 
utilized over periods of. more than two or three 
days, vitamins have been added to the feeding 
mixture. To most patients the amounts given 
were: 














Thiamin HCl . 5 mgm. 
Ascorbic acid ........... 50 mgm. 
Nicotinamide 75 mgm. 
Calcium pantothenate 5 mgm. 
Vitamin K (hykinone) 2 mgm. 





Sterile potassium chloride 3 grams (51 Mea. 
K) has also been added to each day’s intra- 


—— 


"There is slight wastage of amino acid into the urine even at 
slow rates of infusion (Table 2). 


f'Amigen” is an excellent culture medium. 
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venous aliment in all cases treated in the past 
six months. The purpose of this measure is to 
afford replacement of intracellular cations which 
may have been lost during the previous under- 
nutrition periods or to provide potassium in 
order to prevent depletion of this element. Dur- 
ing periods of starvation, it was found that 
potassium is lost with nitrogen in approximately 
the same ratio that these elements exist in 
muscle protoplasm.!® 


Since total intravenous alimentation is de- 
signed to provide all nutritional requirements 
and often to provide enough for repletion of 
components previously lost, the addition of 
potassium seems a logical and desirable pro- 
cedure.* Elevation of the concentration of the 
potassium in the serum is fraught with danger 
especially to the conduction mechanism of the 
heart; therefore, some caution must be used 
when injecting intravenously solutions contain- 
ing potassium ions. Renal inadequacy may, of 
course, result in failure of excretion of injected 
potassium ions that have not been utilized by 
the cells. It is also possible that in states of 
shock it would be well not to administer po- 





*For a recent discussion of the movement of potassium in 
various disease states, the reader is referred to Transactions of 
the Eleventh Meeting of Conferences on Metabolic Aspects of 
Convalescence, Josiah Macy, Jr., Foundation, New York, Oct. 
15-16, 1945. 








J. H. H. Analysist 
Lot 1 Lot 2 Lot 3 Lot 4 


(100 gm. “‘amigen’’) 


(10 per cent 


“amigen’”’ sol.) 





Content per liter 


Mead Johnson 
& Co. analysis 





Total 
nitrogen 12.00 gm. 12.92 gm. 12.82 gm. 12.60 gm. 12.95 gm. 
Alpha amino 
nitrogen — 7.80 gm. 
Potassium. 7.67 meq. 


7.62 gm. 7.13 gm. 7.24gm. 6.66 gm. 


5.06 meq. 5.20 meq. 3.60 meq. 


Calcium _. 0.40gm. 0.475 gm. 0.473 gm. 0.432 gm. 0.282 gm. 
Phosphorus 0.90 gm. 0.869 gm. 0.800 gm. 0.762 gm. 0.843 gm, 
Sodium 65.2 meq. 93.0 meq. 89.6 meq. 94.5 meq. 
Chloride 42.3 meq. 46.6 meq. 43.5 meq. 31.4 meq. 41.8 meq. 








Table 1 





tAnalytical methods: nitrogen by Kjeldahl, sodium and potas- 
sium by flame photometer, chloride by modified Polhard, Harvey 
method, calcium by the method described by the Harvard Fatigue 
Laboratory, phosphorus by Fiske and Subbarrow and alpha amino 
nitrogen by Albanese (for details see Bibliography Reference 15). 
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tassium ions since the cells might not be ca- amounts of amino acids in urinary EXcretion 
pable of accepting the proffered potassium when injection rates of not over 7-10 ¢.¢. per 
ions. minute are maintained. The procedure usually 

The manufacturer’s analysis is sufficiently followed by us has been to initiate therapy 
accurate for general use. There is, however, about 9:30 A. M. and end between 5:30 ang 
some variation, especially in mineral content, 7:00 P. M. Approximately 400 grams of gly. 
from lot to lot; and in our metabolic experi- cose are given thus over an 8-hour pericg 
ments analyses have been made on each lot of (about 34 gram glucose per kilo of body 
the material furnished. Table 1 represents our Weight per hour), and the concentration of 
analyses of four lots compared with the content “amigen” in the intravenous mixture has 4). 
as listed by the manufacturer. ways’ been below 5 per cent. Rarely have smal] 
amounts of sugar appeared in the urine; by 
far the highest in our series was 30 grams ip 
one day; usually there has been none. Alpha 
amino acids appear in the urine at a rate in- 
creasing directly with the rate of administra. 
tion, but at the usual rate of inflow do not ex. 
ceed two to four times the usual daily excre. 
tion on comparable oral diets (Table 2). Thus 
there is wastage by direct urinary excretion of 
amino acid of not more than 3 to 6 per cent 
of the nitrogen injected.* 





The sodium content of the solution is ap- 
preciable. Recognition of this fact is neces- 
sary in computing the amount of sodium 
chloride to be added to an intravenous mixture 
containing “amigen.” Our analyses of the solu- 
tion for sodium have shown a considerably 
higher content than the manufacturer’s analysis 
of the powder in every instance. This is due 
to the addition of sodium hydroxide to adjust 
the pH in making the solution. 


Hunger has been absent or inconspicuous in all 
our normal patients (experimental studies prior 
to operations such as herniorrhaphy or hemor- ‘ 
yt wore treated with aa yfodionsesn fed orally and by the wereeaies oe & 
feeding. In the morning before intravenous comparable diets. ‘The total nitrogen excreted 
administration has begun, the patient feels ready in the urine remained essentially unchanged. 
for breakfast as he normally would; but once During periods of increased protein wastage 
the therapy has commenced, there is usually Without fever, as in our fracture patients,” 
no further sensation of hunger. nitrogen balances likewise were the same when 

Although nausea and vomiting may occur the nkrogm intake was fed as er wre 
from intravenous administration of “amigen,” ‘ein or given intravenously as “amigen. 
slow injection of dilute solutions is found to 
minimize such reactions. There appears to be *Urinary alpha amino nitrogen was determined by the method 


. f Albanese. Previous acid hydrolysis was not used in any of 
little or no wastage of glucose and very small ‘hese determinations. 


In Table 2 there is also shown a comparison 
of urinary total nitrogen when the patients were 
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Patient 1 Patient 2 















Urine Urine . 
N Urine alpha N Urine alpha 3 Urine 

intake aminoN intake N aminoN intake 

(gm.) (gm.) (gm.) (gm.) 





























7.10 
7.25 
7.54 


11.82 
10.15 
10.50 


0.200 
0.178 
0.193 


0.122 
0.114 
0.135 




































0.495 
0.440 
0.443 


9.70 
7.96 
7.24 


0.432 
0.381 
0.448 


10.95 
6.75 
13.75 




















Table 2 
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CLINICAL OBSERVATIONS 


At the Eighth Conference on Metabolic As- 

ts of Convalescence,'* Drs. Reifenstein and 
Albright reported observations on a patient fed 
entirely by vein for 26 days. After the first 
few days on this regime, the patient had no 
further stools. The: suggestion was made that 
100 per cent intravenous feeding might be very 
different from 95 per cent intravenous feed- 
ing, so far as the gut is concerned; possibly in 
the former the gastro-intestinal tract might be 
completely at rest. The hypothetical advantages 
of total gastro-intestinal inactivity would ob- 
viously be of benefit in many surgical condi- 
tions. Certain physiological questions have not 
yet been answered, for example: does all per- 
istalsis cease with total intravenous feeding 
in the absence of anatomical abnormality in 
the gut? Does water, given postoperatively, 
alter the pattern or interfere with the advantages 
to be gained by total intravenous feeding? Do 
gastric, biliary, pancreatic or intestinal juices 
continue to be secreted under such conditions 
and, if so, in what amounts? But the great 
improvement in the condition of the gut for 
operation, the reduction of abdominal symptoms 
after operation, and the betterment of the 
general postoperative course, as reported by our 
surgical colleagues, have prompted a rather ex- 
tensive clinical experience with total intravenous 
feeding in certain types of surgical problems. 
Examples of the types of cases in which this 
technic has seemed highly efficacious follow. 


Case 1—(J. H. H., No. 340333). Mucous cell car- 
cinoma of the ascending colon. A. M., a 52-year-old 
white male physician, a patient of Dr. Alfred Blalock, 
was admitted to the metabolism service on December 
29, 1944. He had developed an appendical abscess in 
1942 and had undergone several operations for intestinal 
obstruction in the six months preceding entry. Multiple 
fistulae had developed in the operative scars, and he 
had lost some 60 pounds (27.2 Kg.). Drainage of foul 
smelling material from these fistulae amounted to more 
than a liter per day. After institution of total intra- 
venous alimentation, drainage from the fecal fistulae 
ceased within 24 hours. Heavy drainage recurred on the 
third day when sulfasuxadine only was given orally; 
but again drainage stopped promptly when the drug 
was discontinued. After seven days of intravenous 
feeding, resection of the terminal ileum, cecum, as- 
cending and part of the transverse colon, with end-to- 
end anastomosis was carried out by Dr. Blalock. The 
intestinal tract was empty except for traces of bile- 


BIGHAM ET AL: INTRAVENOUS ALIMENTATION 241 


stained fluid. Total intravenous feeding was continued 
for five days postoperatively, after which oral feeding 
was slowly resumed. The postoperative course was 
surprisingly comfortable. The patient was in good 
health eight months later. 


Case 2—(J. H. H., No. 343113). Intestinal obstruc- 
tion and fecal fistulae. R. S., a 16-year-old white boy, 
was found on August 13, 1944, at another hospital to 
have a large portion of the ileum necrotic due to a 
band adhesion across the mesentery. Conservative sur- 
gery proved unsuccessful, and four days later the 
necrotic bowel was removed. Peritonitis, with later dis- 
ruption of the abdominal wound, followed. In the en- 
suing two months, several attempts to close the re- 
sulting fistula proved unsuccessful. On admission to 
the service of Dr. Alfred Blalock at the Johns Hopkins 
Hospital on February 4, 1945, the patient was very 
emaciated and could eat practically nothing. X-ray 
evidence indicated that bilateral subphrenic abscesses 
had occurred during the stormy six months course of 
illness; and two internal fistulous tracts originating at 
the splenic flexure were identified from barium studies, 
as well as a large external lower abdominal fistula. 
Intravenous feeding was instituted for a period of seven 
days, with disappearance of the fecal drainage and 
complete relief from distressing cramping abdominal 
pain, which had been severe enough to lead'to the de- 
velopment of morphine addiction. A weight gain of 4 
pounds (1.82 Kg.) and positive nitrogen balance of 
three grams was obtained in this period. Oral diet on 
the eighth day evoked immediate return of fistulous 
drainage and abdominal discomfort. Intravenous ali- 
mentation was resumed for four more days, with 
prompt restoration of comfort. 


Exploratory laparotomy with excision of fistulae at 
the splenic flexure, excision of fecal fistula in the lower 
abdomen, resection of the atrophic terminal ileum, 
ileocecal anastomosis and closure of the abdominal 
fistula was carried out on the twelfth day. The intes- 
tine was noted to be “practically free of contents” and 
the extensive surgical procedures were well tolerated for 
an individual who was extremely emaciated and weak 
at the time of admission. At operation there was some 
doubt about the future course because of the large 
amount of small intestine found to be absent owing 
to the previous operations. Intravenous feeding was 
continued until the fifth postoperative day, when edema 
at the sites of intravenous injection, becoming more 
severe each day, forced discontinuance. Oral feedings 
were not well tolerated, possibly in part because of the 
opiate addiction. A satisfactory protein intake could 
not be obtained, and the lower abdominal fistula re- 
opened two weeks after operation. Charcoal appeared 
in the wound within thirty minutes after oral ingestion. 
Inanition was progressive and death ensued six weeks 
after operation. 


Both of the preceding cases forcibly call 
attention to the necessity of withholding all oral 
intake if peristalsis and fecal drainage is to be 
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satisfactorily suppressed while on a program of 
intravenous alimentation. Moreover, the in- 
creased drainage following administration of 
sulfasuxadine in Case 1 was felt to be suffi- 
ciently great to counterbalance any beneficial 
sterilizing effects on the intestinal contents 
which might be expected from the drug. In 
both cases, the bowel was found at operation 
to be collapsed and empty to a degree which 
it was felt more than justified the omission of 
a preparation directed at suppressing bacterial 
growth. In subsequent cases of similar type, 
even where sulfaguanidine or sulfasuxidine has 
been used before operation, administration of 
the compound has been discontinued at least 48 
hours before operation in order to obtain the 
maximum benefit of bowel inactivity from the 
intravenous program. 


Case 3—(J. H. H., No. 351356; B. U. I., No. 36646). 
Recto-urethral fistula. J. F., a 56-year-old white man, 
developed a_ recto-urethral fistula following radical 
prostatectomy for carcinoma of the prostate 18 months 
prior to admission to Dr. J. A. C. Colston’s service in 
the Brady Urological Institute on May 10, 1945. Ex- 
cept for small bowel movements on the second and 
fourth days, only urine passed per rectum after the 
institution of intravenous feeding. On the sixth day, 
exploration revealed such extensive carcinomatous in- 
filtration as to make closure of the fistula impossible. A 
pad of fat was placed in the connection, and total in- 
travenous alimentation was continued in the hope that 
the uretiira might regenerate about a catheter. Despite 
total suppression of defecation over a further period of 
16 days, no regeneration occurred. 


Case 4—(J. H. H., No. 360606). Ulcerative colitis 
with fistula. J. C., a 20-year-old white man, with a six- 
year history of ulcerative colitis, developed a fistula 
after appendectomy for acute appendicitis three months 
prior to admission to the Johns Hopkins Hospital on 
August 20, 1945. He had been referred to Dr. Moses 
Paulson for management of the intractable colitis. In- 
travenous alimentation* was instituted 12 days prior 
to operation by Dr. Henry Harkins and was continued 
for five days postoperatively. Sulfathalidine, which had 
been given earlier, was discontinued 2%4 days before 
operation, which consisted of resection of the distal 
ileum, ascending colon and a portion of the transverse 
colon. 

During the period of total intravenous feeding, the- 
abdominal fistula showed decreased drainage and 
closed superficially, but sufficient material accumulated 
in the tract to necessitate reopening the fistula surgically 
five days prior to the intestinal resection. Intestinal 





*Total intravenous alimentation has been studied as an ad- 
juvant therapy in ulcerative colitis by Dr. Moses Paulson. An 
article by him on this subject is to appear shortly. 
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involvement was very advanced in this case and, 
stools ceased, obviously there was sufficient materia] 
excreted into the fistulous tract to preclude 
However, at operation only a small amount of bile 
stained material was found in the intestine. 


Extensive surgical procedures on the pancreas 
have nearly always been followed by much ab. 
dominal distention and pain. Not infrequently 
the pancreatic secretion from seepage of cyt 
ducts results in digestion of tissues, sterile ab. 
scesses and the formation of so-called pseudo. 
cysts. Bitter experience during the postopera. 
tive course of our first patient with an islet cel] 
tumor, in whom there developed pseudocyst 
and later migrating retroperitoneal abscesses, 
led us to a trial of total intravenous alimenta. 
tion in this type of case. It was hoped that 
removal of all alimentary stimuli to external 
pancreatic secretion might be eliminated with 
this procedure, as well as great reduction jn 
postoperative distention. These hopes were 
seemingly realized in the two similar cases next 
to come under our care. 


Case 5—(J. H. H., No. 352578). Islet cell adenoma 
of the pancreas. B. B., a 35-year-old housewife, was 
referred to one of us by Dr. Walter Dandy. Diagnosis 
of island cell tumor was made and exploratory opera- 
tion was carried out by Dr. Alfred Blalock. Extensive 
mobilization of the pancreas was necessary before the 
tumor was finally found in a small tongue of pan- 
creatic tissue lying between the common duct and the 
portal vein. Total intravenous alimentation was used 
for only one day before operation and for four days 
after operation. The postoperative course was at- 
companied by no distention or abdominal discomfort 
whatever, to the astonishment of all concerned. 


Another patient, with the same condition 
and treated in similar manner, ran the same 
extraordinarily benign postoperative course. 


Case 6.—(J. H. H., No. 359025). Islet cell adenoma 
of the pancreas. N. O., a 40-year-old white housewife, 
was admitted to the Johns Hopkins Hospital on August 
2, 1945. Intravenous feeding was maintained for two 
days pre- and three days postoperatively, an adenoma 
being removed from the pancreas on August 11, 1945. 
The postoperative course was free of abdominal dis- 
tention and was quite uneventful. It is of interest that 
preoperatively the patient was in a constant state of 
hypoglycemia, remaining vague and poorly responsive, 
with blood sugar varying from 42 to 60 mgm. per 100 
c. ¢., despite frequent oral feedings with carbohydrates 
to the limit of tolerance and added orange juice with 
sugar every four hours. Her condition improved on 
the 400 grams carbohydrate plus “amigen” administered 
daily by vein over a period of 12 hours for two days 
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before operation, and concentration of the blood sugar 
was much higher. 

Ventral hernias, especially in obese persons, 
often present knotty surgical problems because 
of difficulty in replacing the bowel within the 
abdominal cavity and in maintaining good 
dosure. Total intravenous alimentation has 
heen used in three instances in an effort to ob- 
tain collapse of the intestines prior to surgery 
and to reduce postoperative pressure on the in- 
cision. In two patients these objectives were 
gemingly admirably achieved. A third pa- 
tient of this type proved an exception, and in- 
deed was the only case in this series in which 
distention presented any postoperative problem. 

Case 7—(J. H. H., No. 343587). Ventral hernia. 
R. T., a 45-year-old obese white male, developed a huge 
incisional hernia following appendectomy which re- 
quired drainage. He was admitted to Dr. Henry 
Harkins’ service on February 24, 1945, with a ventral 
hernia measuring 13 cm. in diameter at the neck of the 
sac, Attempt at surgical closure had been refused by a 
well known clinic. His height was 5 feet 7 inches, 
weight 212 pounds. Total intravenous therapy was in- 
stituted 34 days prior to operation and continued for 
four days after operation. The patient had no spon- 
taneous stools after institution of this treatment; two 
deansing enemas were administered on the day pre- 
ceding operation. On the first day after operation the 
patient became very distended; simple measures were 
ineffectual for relief, and for twe days intestinal intuba- 
tion with suction was required. Thereafter distention 
was not again a source of concern. Two weeks after 
operation an incisional abscess became apparent and 
was drained. The surgical result of the repair operation 
was excellent. 

The reason for failure of the total intravenous 
therapy to prevent distention is not apparent. 
Dr. Harkins found the gut empty and easy to 
handle at operation, although he remarked that 
the operative procedure was extremely diffi- 
cult and the gut was subjected to a great deal 
of handling and pulling. 


DISCUSSION 


The preceding case reports have of neces- 
sity been abbreviated, but are sufficient to 
exemplify the types of cases in which total 
intravenous alimentation may serve as a use- 
ful tool in surgical management. In operations 
for carcinoma of the bowel, in gastric resec- 
tions, and when intestinal fistulae are present, 
pre- and postoperative feeding by this method 
has proved to be of great value. In cases where 
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there were not mechanical or irritative factors 
producing secretions (such as in ulcerative co- 
litis or mechanical obstruction), the operators 
have found the gut small, of good tone, easy 
to handle and free of contents. The patients so 
treated have been surprisingly free of postop- 
erative distention and discomfort. Our urologi- 
cal colleagues have used this method of feed- 
ing in certain types of urological operations 
where distention is a notorious postoperative 
complication, with very gratifying results. With 
hemorrhoidal operations, where the surgeon de- 
sires absence of bowel movements for several 
days, patients have been fed in this manner 
without hunger or abdominal discomfort. A 
brief experience with this method of feeding 
in three patients with major pancreatic opera- 
tions has convinced us that its further trial in 
this type of case may prove very useful in re- 
ducing postoperative complications by removing 
the major source of stimulus to external pan- 
creatic secretions. 


The important clues to success with total 
intravenous alimentation seem to be the fol- 
lowing: 

(1) The intravenous feeding must be total, 
as emphasized by Albright, and not “nearly 
all food by vein.” We are not sure as yet 
whether small amounts of water by mouth-are 
ever harmful in this regard, though to date we 
have seen no ill effects from its use; and this 
allowance is appreciated by the patients since 
otherwise the mouth and fauces becomes annoy- 
ingly dry. 

(2) Total intravenous alimentation must be 
begun several days prior to operation to be 
maximally effective toward the desired ends of 
freedom from distention and a clean empty bowel 
for surgical handling. 


At this point it seems worthwhile to empha- 
size that total intravenous feeding should not, 
in our opinion, be used without positive indica- 
tions. When a robust healthy person is to un- 


dergo a surgical procedure with an expected 
short convalescence, there seems no justifica- 
tion for subjecting him to the discomfort and 
risks (small though these risks may be, as will 
be seen from later discussion) of intravenous 
administration of such concentrated soluticns as 
are required in the procedures outlined here. 
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A few days of starvation, abetted perhaps by 
small amounts of normal saline and isotonic 
glucose solutions by vein, will cause him no 
ill effects, even if he does lose small amounts 
of glycogen, nitrogen, potassium and phos- 
phorus.’® In debilitated patients, however, even 
short term periods of starvation may be enough 
to turn the tide adversely. In such cases 
total intravenous feeding before operation, 
coupled with transfusions, may make all the 
difference between failure and success from a 
necessary surgical procedure. In violent in- 
fections associated with nausea and inability to 
eat, during which large losses of cellular con- 
stituents such as nitrogen, potassium and phos- 
phorus may occur, intravenous alimentation may 
be indicated. Patients with malaria inoculata 
have been markedly benefited and their con- 
valescence shortened by means of intravenous 
aliment added to what food they were able to 
ingest.!® 

Lastly we believe that total intravenous ali- 
mentation may be a useful tool to the clinical 
investigator, who has long been harried by the 
problem of how and where to compute his 
fecal components in his balance calculations. 


DISADVANTAGES AND DIFFICULTIES ENCOUNTERED 
WITH TOTAL INTRAVENOUS ALIMENTATION 


Total intravenous alimentation, as described 
above, is not a completely innocuous procedure. 
Contraindications are theoretically present in 
severe liver damage, where there is interfer- 
ence with deamination,* and in hemorrhagic 
shock, in which condition blood amino nitrogen 
has been found to rise rapidly.2° One would 
hesitate to inject any large volume of fluid 
into patients with present or imminent heart 
failure due to whatever cause. In renal insuf- 
ficiency, likewise, with nitrogen retention already 
present, only minimal nitrogen requirements 
would seem indicated. 


Febrile reactions may occur with the use of 
casein hydrolysates and may be sufficiently se- 
vere to warrant discontinuance of the intra- 
venous feeding program. Nausea and vomiting 
are especially likely to accompany injection of 





“However, our experience with a few patients with seemingl 
severe liver damage from infectious hepatitis has shown no = 


dence of abnormal handling of injected amino acids. 
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“amigen” at an excessively rapid rate, or When 
too concentrated solutions are used. 

Edema and redness at the injection sites and 
along the proximal course of the vein, as : 
fied in Case 2, are prone to develop in som 
patients after ten days or more of the toty 
intravenous feeding; and in some instances this 
complication has arisen even earlier. In oy 
experience it has usually occurred in patients 
with small veins. The feeding mixtures useq 
are quite hypertonic; and, unless there is goog 
mixing with the blood at the tip of the needle 
a phlebitis and thrombosis are apt to occur 
However, the local reaction has usually sub. 
sided in 24 hours and has not been accompanied 
by systemic reactions. The involved vessel has 
in many instances been used again within three 
to four days without ill effects. 


The procedure of receiving fluids by vein 
for seven to ten hours daily becomes irksome 
to some patients but can be relieved to some 
extent by employing veins of the forearm, al- 
lowing the patient to flex and roll the arm, 
There are definite limitations to the amount 
of material which can be administered intra- 
venously, for one must avoid excessively large 
fluid volumes on the one hand and very hyper- 
tonic solutions on the other. For prolonged 
use we have not attempted a daily administra- 
tion of more than 2,400 calories containing 18 
grams of nitrogen. 


It must be recalled that intravenous feeding 
mixtures of the type here described are excel- 
lent culture media, so that strict asepsis in the 
preparation is essential. 


SUMMARY 


Experiences with the use of total intravenous 
feeding have been cited. The mixtures have 
consisted of “amigen,” glucose, salts, water and 
vitamins. As an adjuvant measure in pre- and 
postoperative therapy in certain types of cases, 
the procedure has afforded the surgeon 4 re 
laxed empty bowel easy of handling; and the 
postoperative course has been unusually benign 
and free of distention in every instance but one, 
Except where there has been an irritative lesion 
of the intestine, as in cases of ulcerative colitis, 
stools usually cease under this therapy in two 
to three days. It is suggested that total intr 
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yenous alimentation may also prove a useful 
tool to the clinical investigator interested in 
problems of gastro-intestinal physiology and al- 
tered metabolism. 
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DISCUSSION (Abstract) 


Dr. William M. Nicholson, Durham, N. C—The 
technic described by Dr. Bigham is certainly not used 
as a common practice at Duke Hospital. Since amigen 
has been available we have used it quite frequently 
in various disorders but in each instance small amounts 
of water by mouth were given to our patients. Perhaps 
that fact explains some of the disappointments that we 
have had with the use of this material. It is true that 
our experience has been limited to those conditions that 
are characterized by a decrease in the serum protein 
concentration such as the nephrotic stage of glomerulone- 
phritis. 

Likewise, it seems to me that the technic described 
may be used for study of the function of the gastro- 
intestinal tract. Perhaps it can be demonstrated that 
all peristalsis and secretions from the intestine cease. 
I suppose balloons would have to be placed at different 
levels throughout the intestinal tract. 

There are two questions I would like to ask. Have 
you used this technic in shock syndrome? What thera- 
peutic results have been obtained in the treatment of 
idiopathic ulcerative colitis? 


Dr. John B. Youmans, Nashville, Tenn—It seems 
very likely that the procedure will be accompanied by 
a marked change in the bacterial flora of the in- 
testines. It has been found that the bacteria in the 
intestines are concerned with the production of certain 
nutrients such as vitamins, some of which are known 
and some of which remain unknown. The exact use 
and purpose of all those nutrients is not known. With 
the modification in the flora, there may be marked 
changes in the production and absorption of these vari- 
ous known and unknown nutrients. 


It is, of course, unlikely that for short periods of time 
a failure to form or absorb certain of these would be 
very significant, but over periods in the neighborhood 
of twenty-one days or a month, it might be quite im- 
portant, particularly in respect to those about whose ac- 
tion we know little. 


I might point out that many of these individuals are 
in poor nutrition at the time they are admitted and 
when this procedure is started. It has been shown, for 
example, that an individual who has had a low in- - 
take of thiamine for some time, and then has two or 
three days of almost zero intake may develop an acute 
deficiency. I am not implying that in these cases there 
would be an acute deficiency of thiamine itself, because 
presumably thiamine would be added to the nutrient 
mixture given intravenously; but there may be other 
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nutrients, vitamins, as I have indicated, about which we 
are ignorant and whose significance is not known, which 
might be important in this respect. 


Dr. Richard M. Fleming, Miami, Fla—I should like 
to ask Dr. Bigham if he has had experience with the 
duodenal fistula. If not, would he expect as dramatic 
results as he has detailed here? 


Dr. Bigham (closing) —In reply to Dr. Nicholson’s 
question relative to the use of total intravenous feeding 
in shock, burns and Addison’s disease: 


There are theoretical reasons for caution in the use 
of this type of intravenous alimentation in shock or 
other conditions in which serious disorganization of in- 
ternal metabolism may be present. It has been found 
by Long and co-workers that there is a piling up of 
amino acids in the blood in hemorrhagic shock, pre- 
sumably due in part to greater presentation by the tissues 
to the circulation and also later to reduced deamination 
of the liver. Furthermore, amino acids and sugar mix- 
tures would, of course, not serve the function of whole 
blood and plasma in reexpanding the reduced blood 
volume. For these reasons it would appear that blood 
and plasma would be preferable in acute emergencies 
such as Dr. Nicholson has mentioned. 


So far as his query for more elaboration about the 
ulcerative colitis is concerned, I believe that Dr. Paulson’s 
series now includes more than 20 cases. It is interesting 
to observe a patient with a history of 15 or 20 bowel 
movements a day suddenly, in 24 to 48 hours, drop 
to two or three movements with rapid cessation of 
bleeding. Such dramatic improvement, however, is 
not always seen in these cases. 


In reply to Dr. Youmans’ question relative to alter- 
ing the flora of the intestinal tract during periods of 
intravenous feeding, this is an exceedingly interesting 
point. Studies on the quantity and quality of in- 
testinal flora during periods of intravenous feeding are 
now in progress. Coincident observations on vitamin 
excretion via the urine are also being carried out. The 
data, however, are not sufficient for us to make any 
statements at this time. 


So far as our own vitamin supplements are con- 
cerned, the figure mentioned today was a routine figure 
for those who presented no evidence of vitamin de- 
ficiency. Many of our cases, however, came in ex- 
tremely debilitated; and we often added large amounts 
of vitamins to the feeding mixtures and also used intra- 
muscular administration in many instances. 


To answer Dr. Fleming’s question, we have seen no 
duodenal fistulae; the highest fistula encountered by 
us was in the upper ileum. It might be interesting to 
see if there would be marked decrease of drainage from 
the duodenal fistula when total intravenous feeding was 
begun. This would probably imply, however, no oral 
intake whatever, even excluding water. 
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THE CATGUT CLOSURE OF THE Low 
MIDLINE INCISION AND EARLY 
AMBULATION* 


By C. Lartmmore Perry, M.D. 
Miami, Florida 


Many opinions have been expressed in the 
past few years in regard to closure of abdominal 
incisions. Still more has been written as to the 
advantages of one suture material over another, 
and the majority of these opinions have been 
in favor of the non-absorbable suture material 
as an added protection against wound disrup- 
tion and as an aid in the earlier ambulation of 
the surgical patient. 

During my early training at the Mayo Clinic 
the suture material of choice in the low midline 
incision was chromatised catgut closing the tis- 
sues in layers with a running double strand of 
gut. Silkworm gut tension sutures were used 
routinely. The patient was kept in bed 10 
days, and on the twelfth to fourteenth day the 
stay sutures were removed. This closure was 
completely satisfactory as to wound healing and 
recovery of the patient. During my training I 
was unimpressed by the use of stay sutures in 
the low midline incision, and in my own prac- 
tice I have discontinued their use in this in- 
cision. I have not seen an incision in the lower 
midline in which separation of the fascia has 
been prevented by tension sutures, as most of 
the separations are due to faulty blood protein 
levels. 


I wish to present here my experience in 100 
consecutive gynecological cases in which the 
low midline approach was used. These patients 
were private cases. In the series were 51 total 
hysterectomies, 18 subtotal hysterectomies, and 
31 adnexal procedures. 

There are a few requirements in making the 
low midline incision which I consider important. 
‘The incision through the fatty tissue should be a 
clean incision down to the sheaf of the rectus 
muscle. In short, the fatty tissue is not “chewed” 





“Read in General Clinical Session, Miami Day, Southern Medical 
Association, Fortieth Annual Meeting, Miami, Florida, November 
4-7, 1946. 
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through, but is cut cleanly. This allows fat to 
approximate fat when the fascial and skin 
closures have been completed, and eliminates 
the many pockets where serum may collect. I 
feel it is mandatory to open the sheath of the 
rectus muscle on both sides, removing the pre- 
peritoneal fat that lies between the rectus mus- 
cle in the low midline. The peritoneum is 
then opened as a distinct tissue devoid of its 
fatty superficial layer. The closure of the in- 
cision is accomplished with a double strand of 
chromatised gut No. O or No. 1, beginning at 
the upper part of the incision and everting the 
edges of peritoneum by a continuous Lembert 
suture. This leaves a smooth closure in the 
abdominal cavity and tends to minimize the pos- 
sibility of small bowel adhesions to the per- 
itoneum. At the lower part of the wound the 
chromic gut is locked as the peritoneum is 
closed, and the suture then brought through the 
fascia just distal to the fascial incision. Here 
another lock stitch is taken and the fascia is 
closed as a running suture, using one-eighth inch 
bite in the fascial edges. Should there be 
any dead space between the peritoneum 
and the fascial covering, an occasional bite 
with the fascial suture into the everted edge of 
the closed peritoneum will close this dead space 
in a satisfactory manner. I feel it is important 
that there be no twists in the double strand of 
gut, and that the tension used be only sufficient 
to approximate tissue and not render it ischemic. 
There are no sutures placed in fatty tissue as 
I am convinced they are valueless and actually 
detrimental. The skin is closed with either 
running or interrupted dermal sutures. It is ob- 
vious, then, that in this closure the edges of the 
rectus muscle are approximated in the midline 
without the use of any suture material in the 
muscles themselves. A wound dressing of 
minimal thickness is held in place over the whole 
wound by the snug application of elastoplast 
tape. Compression in a clean incision is just 
as important as in other wounds and in burns. 
Such compression eliminates dead spaces, limits 
venous and lymphatic stasis, and controls oozing. 
None of these incisions was drained. Five grams 
of sulfathiazole was used in the pelvis after all 
total hysterectomies because of the possibility of 
infection in opening the vagina. The sulfa 
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drugs were not used in the abdominal wall in 
this series of cases. 

Up to September 1945 I had been reluctant to 
get my patients with a low midline incision out 
of bed before the eighth day. In September of 
last year I began ambulation on the second post- 
operative day. This change was brought about 
by the numerous reports in the literature to- 
gether with editorial comments as to the ad- 
vantages of early ambulation. The acute short- 
age of nursing facilities augmented the change 
also, for it was found that most patients without 
private nursing care were largely dependent upon 
themselves once the effect of anesthesia had sub- 
sided, and it was observed that their activities 
to make themselves comfortable did not hinder 
but aided their convalescence. It was not neces- 
sary to catheterize any of the early ambulatory 
patients after they had put their feet upon 
the floor, while in the cases kept in bed 
catheterization was not uncommon up to the 
fourth postoperative day. It is obvious that 
bladder tone was rapidly re-established once 
a patient became ambulatory. In all patients 
who were kept in bed it was necessary to use 
an enema on the morning of the third postopera- 
tive day. Prior to this enema there was the 
usual distention of the abdomen, which was re- 
lieved after gas evacuation. It was necessary to 
give an occasional enema to the early ambulated 
cases, but the incidence was very low, and, if 
the enema was given, expulsion was allowed at 
the toilet where it was complete. Distention was 
not noted in the early ambulatory cases. 


It was observed that need for sedation was 
much less urgent in the ambulatory cases, but 
this did not alter my practice of using sedation 
as often as was needed for gomfort. 

No complaints of wound pain developed in 
the ambulatory cases after the initial effort to 
get out of bed. This was largely true also in 
the bedfast patient if bed movements were in- 
sisted upon. 


In this series of 100 cases there were no wound 
infections, nor were any separations seen in the 
incision. The dermal sutures were removed in 
all cases on the sixth to eighth postoperative 
day, and the early ambulatory cases were al- 
lowed to go to their homes on the eighth to 
tenth day wearing an abdominal binder until 
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the tenth postoperative day. The patients were 
seen at my office on the fourteenth postoperative 
day, and they were instructed to take two full 
weeks of rest, to do only a minimum of work, 
and to indulge in outside exercise in a modest 
degree. It is my practice to allow the usual 
routine of the patient to be re-established one 
month from the day of operation. I have no 
explanation for the fact that keloid formation in 
the incision was present in only one of the early 
ambulatory cases and in five of the cases kept 
in bed. 


In this series there were no complications. 
Phlebitis was not observed, nor were any vas- 
cular, pulmonic or urinary complications seen. 
The mental attitude of the early ambulatory pa- 
tient was more serene than that of those held 
in bed, and the usual complaints of head and 
backache were not noted. All of these bene- 
fits are predicated upon early ambulation, and 
in my work I shall make every effort to con- 
tinue its use, because I feel that the possibility 
of dehiscence in the low midline incision is ‘re- 
mote regardless of the suture material used if 
the tissues have been accurately approximated 
and the patient is chemically capable of normal 
healing. 


In gynecological surgery it is not often that 
a poorly prepared patient need be taken to sur- 
gery. It has been my practice to determine ac- 
curately the physical state of each elective case, 
and in cases of secondary anemia (which are 
common in pelvic disease) the anemia is cor- 
rected by treatment before admission to the 
hospital, or by transfusion at the time of sur- 
gery. Any appreciable blood loss in the operat- 
ing room is replaced while the patient is on 
the table or immediately on return to her 
room. The average pelvic procedure does not 
require over an hour for completion, and in 
that time fluids have not been greatly depleted 
unless there is considerable blood loss. It has 
been my policy not to drown the surgical pa- 
tient with intravenous fluids. 
c.c. of glucose in saline is given in the first 24 
hours or until oral water is tolerated. The am- 
bulatory patient tolerates both fluids and food 
much sooner than the bedfast patient. 


Serum protein levels are determined in every 
patient who shows any evidence of deficiency. 
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Protein deficiency is usually due to deficient 
protein intake, faulty metabolism, abnormal ab. 
sorption from the digestive tube, liver dysfune. 
tion, or infection. I feel, with many o 
that the protein reserve must be adequate. fo 
prompt wound healing, and insofar as. possible 
correction is done before the patient enters the 
hospital. Anemia and protein deficiency go 
hand in hand, and adequate replacement is not 
difficult now that blood and protein concep- 
trates are available. Until June, 1946, vitamin 
C concentrate was given to these surgical cases 
because of its supposed benefit in wound heal. 
ing. Since the work of Carney appeared in the 
Annals of Surgery in regard to the relationship 
of ascorbic acid levels in the plasma and wound 
healing I have discontinued the use of vitamin 
C as an aid in wound healing. Adequate vita. 
mins should be obtained from food, and only 
in patients of obvious deficiency do I supply 
them in addition to the diet. 


SUMMARY 


Continuous catgut closure is satisfactory in 
the low midline incision. Catgut closure is com- 
patible with early ambulation of the patient. 
Early ambulation- has lessened morbidity in 
the surgical patient. 





SOME COMMONLY UNRECOGNIZED 
DISEASES OF THE NASOPHARYNX* 
RESULTS OF STUDIES OF 140 AUTOPSY SPECIMENS 


By A. R. Hotrenpver, A.M., M.D. 
Miami Beach, Florida 


Recent studies of 140 specimens obtained by 
autopsy, as well as clinical observations, have 
shown beyond peradventure that the naso- 
pharynx is frequently the seat ofa number and 
variety of affections that have a distinct rela- 
tionship to certain constitutional diseases, For 
this reason inclusion of the nasopharynx in 
routine physical examinations is essential. It is 
the purpose of this communication to call at- 
tention to the fact that this organ often is the 
seat of certain inflammatory, hyperplastic, it- 





*Read ‘in General Clinical Session, Miami Day, Southern Medial 
Association, Fortieth Annual Meeting, Miami, Florida, November 
4-7, 1946. 
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jectious or neoplastic conditions which are over- 
joked. Let us briefly discuss these in the 
order just stated. 


NASOPHARYNGITIS 


We must recall that the nose, as the portal 
of entry for most bacteria, is continguous with 
the nasopharynx, a fact which explains the ex- 
tension of any infectious process through this 
channel. As a corollary, any management of 
severe head colds limited to the nasal passages 
is inadequate, definite relief and cure being at- 
tainable only by including the nasopharynx for 
the indicated therapeutic measures. 

Chronic nasopharyngitis results from infec- 
tion of hypertrophied tissue in the nasopharyn- 
geal cavity. This tissue, in the majority of in- 
stances, is residual after adenoidectomies, or 
else is lymphoid tissue that has not undergone 
the process of involution. When upon examina- 
tion of the nasopharyngeal cavity one finds a 
marked inflammatory process with extension of 
the lymphoid masses to the posterior pharyngeal 
wall, one cannot but view the situation as one 
other than focal in nature and effect. Nor is 
there any lack of clinical evidence that chronic 
nasopharyngitis is the principal, if not the sole 
etiologic factor in certain systemic diseases. 

PHARYNGEAL BURSITIS (THORNWALDT’S DISEASE) 


Inflammation of the pharyngeal bursa has been 
studied by us with a view of determining its 
causal relation to certain general conditions char- 


‘acterized by low-grade fever. Pharyngeal bursitis 


is perhaps better known by the term Thorn- 
waldt’s disease. 

The bursa is a diverticular structure seen in 
the midline of the posterior pharyngeal wall at 
the lower end of the tonsil, directed upward 
and backward with its apex attached to the 
periosteum of the occipital bone just in front 
of its tubercle. Dorrance! more recently has de- 
scribed the bursa as a definite structure in em- 
bryos, though as such it is comparatively rare 
in the adult. It has been assumed that pharyn- 
geal bursitis is a rare occurrence, but this is 
disproved by Eagle? who saw no less than 64 
cases at Duke Hospital within six years. It 
isnoteworthy that in our material of 140 autopsy 
specimens we*® found that ten of the living pa- 
tients had suffered from these inflammatory 
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processes, none of which had been recognized 
during their lives. 

Most authorities are agreed that Thornwaldt’s 
disease is an infection of the pharyngeal bursa 
in all probability provoked by the trauma. of 
adenoidectomy. This concept is strengthened by 
the circumstance that the affection has been 
noted for the first time precisely after the sur- 
gical removal of the adenoids. 


Clinically the disease manifests itself by low 
occipital headache associated with a postnasal 
discharge, which not infrequently is accompanied 
by low-grade fever and arthritic pains. These 
symptoms are not always present as a syndrome. 
The postnasal discharge dictates the necessity 
of ruling out the presence of sinusitis for the 
differential diagnosis. The discharge in turn 
is responsible for almost constant bronchial ir- 
ritation and cough. 


During the past four years I have collected 
36 clinical cases of pharyngeal bursitis, the. out- 
standing symptoms being occipital headache and 
postnasal discharge, as already mentioned. Per- 
sistent low-grade fever was present in 13 of this 
series, the striking feature of which was the 
low age group of these patients. Though of 
this group five had been treated for rheumatic 
fever, in only two of them was this diagnosis 
regarded as positive. Again, of the 36 collected 
cases no less than 28 were diagnosed as and 
treated for sinusitis, but this condition could 
not be established either clinically or roent- 
genologically. This circumstance clearly shows 
the need for considering the possibility of 
pharyngeal bursitis and searching for it until it 
is recognized or definitely ruled out. 


LYMPHOID HYPERPLASIA 


Still another nasopharyngeal condition which 
often has escaped recognition is lymphoid hyper- 
plasia in the adult. The older concept that this 
affection is of infrequent incidence needs to be 
revised. It should be stated, however, that 


some of the older writers* 5 have described hyper- 
plasia of the nasopharyngeal tonsil in persons 
in the sixth and seventh decades of life. 

It is commonly recognized that in the ma- 
jority of cases involution of lymphoid struc- 
tures takes place with increasing age. There is 
a large group, however, in which this rule does 
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mot apply because these hyperplastic structures 
give rise to varied local and general symptoms. 
It should be borne in mind, furthermore, that 
hyperplasia of the nasopharyngeal tonsil may 
occur independently or as part of a general 
hyperplasia of Waldeyer’s ring. 

The incidence of partial and of complete 
hyperplasia of the lymphoid structure of Wal- 
deyer’s ring according to different age groups is 
shown in Table 1. It is of especial interest to 
note the incidence of hyperplasia of the naso- 
pharyngeal tonsil in persons past 70 years of 
age. 

The factors commonly influencing the produc- 
tion of symptoms are (1) infection, and (2) 
size of the nasopharyngeal vault. Unilateral or 
bilateral hyperplasia of the tubal tonsils is sig- 
nificant because of its relationship to the ostia 
of the eustachian tubes. It has been responsible 
for hearing difficulties in older persons, although 
as Crowe® has pointed out, it frequently ac- 
counts for certain types of obstructive deafness 
in children. 

In some persons hyperplasia of the lymphoid 
structures of the nasopharynx extends beyond 
the limits of the cavity to the posterior pharyn- 
geal wall. When infected, these lymphoid masses 








INCIDENCE OF PARTIAL AND COMPLETE HYPERPLASIA 
OF THE LYMPHOID STRUCTURE OF WALDEYER’S RING 
IN 140 AUTOPSY SPECIMENS ACCORDING TO AGE 

GROUPS 





20-35 35-50 50-65 65-75 Over 75 
Nasopharyngeal tonsil 


Completely involuted — 5 10 37 32 16 

Partially involuted _.__. 2 4 8 9 5 

Moderately well developed. — _ 2 1 = 

Well developed, hyperplastic 3 1 1 1 3 
Tubal tonsil 

OE Er, 14 44 40 17 

Partially involuted —.._. _ 2 3 Ps 

Moderately developed — — 1 a 1 1 1 

Well developed, hyperplastic 1 2 e a 1 
Palatine tonsil 

Involuted or very small__. 1 1 5 5 + 


Small or moderately 
oped ‘ 


devel <aianiantihninsideiiatin 0 12 39 35 14 
Hyperplastic inhialdaiiaasies 2 b 2 6 
Lingua! tonsil 
Moderately developed —— 8 15 39 38 18 
Well developed, hyperplastic 3 1 49 5 4 








Table 1 
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may act as a focal source of infection in a ma, 
ner similar to that of the faucial tonsils, 


TUBERCULOSIS 


The importance of tuberculosis of the nag. 
pharynx becomes evident from the fact tha 
in our autopsy material 24 out of the 140 sy. 
jects had been afflicted with pulmonary tubercy. 
losis, and of these no less than 18 had definite 
tuberculous disease in the nasopharyngeal cay. 
ity. Accordingly, we feel justified in assert. 
ing that in tuberculosis of the lungs involve 
ment of the nasopharynx may occur more often 
than that of the larynx. 


If this be true, then it behooves every phy. 
sician called upon to diagnose and treat pul. 
monary tuberculosis to subject every sufferer 
to a complete investigation of his nasopharynx, 
This is stressed because simple analogy shows 
that tuberculosis of the nasopharyngeal cavity 
may be and no doubt often is a constant source 
of reinfection of the lungs. 

Undoubtedly clinicians are aware that when- 
ever in arrested pulmonary tuberculosis the 
sputum continues to reveal the specific bacillus, 
the cause for it is to be sought in some extra- 
pulmonary focus. In this regard it is true that 
careful search will often locate such a focus 
in the nasopharynx. 


Ordinarily one may encounter in tuberculous 
nasopharyngitis an ulcerative lesion situated on 
the posterior part of both the roof and the up 
permost aspect of the posterior wall of the 
pharynx. In such a case the diagnosis can be 
made macroscopically. In this type of so-called 
open tuberculosis the ulcers present a more ot 
less characteristic picture of irregular ovoid shape 
with undermining margins on _yellowish-gray 
bases. These ulcers can hardly be mistaken for 
lesions of other diseases, such for example as 
syphilis, especially when there is palpable evi- 
dence of somatic tuberculosis. 

The situation becomes difficult only when 
one encounters the so-called closed type of tuber- 
culosis. With no open lesions to serve as a guide 
macroscopic diagnosis is plainly unreliable if at 
all justified, and resort must be had to histologic 
study. To avoid mistakes it is of great im 
portance for microscopic study to be made from 
several blocks. 
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The question of the origin of nasopharyngeal 

losis is of academic rather than clinical 
interest. Most likely the nasopharynx becomes 
contaminated while the patient with tubercu- 
sis of the lungs is still in the active stage. 
But whatever the cause, the presence of a spe- 
tific lesion in the nasopharynx demands its eradi- 
cation in order to prevent reinfection of the 
human economy. 


NEOPLASTIC DISEASE 


Finally neoplastic disease must be considered 
as one of the commonly unrecognized condi- 
tims involving the nasopharynx. Once the 
neoplasm attacks the cavity, diagnosis is a 
simple matter. In the large majority of cases, 
however, there will be no local evidence other 
than a unilateral or a bilateral cervical lymph 
node enlargement. Even then repeated exami- 
nations and even repeated biopsies often yield 
no positive information. Benign neoplasms are 
of no special significance except from the stand- 
point of management, but malignant growths 
present an entirely different problem with con- 
stant apprehension that the tumor may not be 
diagnosed until too late. In fact this is usu- 
ally the case, especially when the growth is 
metastatic. 

There is one way in which nasopharyngeal 
tumors may be diagnosed early if one is on the 
alert and that is by neurologic signs and symp- 
toms, Titrud and Peyton’ reviewed approxi- 
mately 195 cases of nasopharyngeal tumors and 
claimed that early diagnosis becomes possible as 
soon as neurologic signs and symptoms develop. 
Hauser and Brownell® stress the significance of 
cervical enlargement and involvement of the 
cranial nerves at the base of the brain, a full- 
fledged syndrome of nasopharyngeal malignancy, 
as they put it, rendering the diagnosis compara- 
tively simple. The diagnosis becomes increas- 
ingly difficult, however, if no irritation of the 
nerves or loss of function is present. 

In our series of specimens there was only one 
of carcinoma of the nasopharynx. Mention is 
made of it merely to point out the remoteness 
of metastatic involvement, since the primary 
focus had been in the rectum. 

All nasopharyngeal tumors should be regarded 
&s malignant until proved otherwise. Aids in 
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rendering a diagnosis besides biopsy are naso- 
pharyngoscopy and posterior rhinoscopy, and 
occasionally digital examination. Unaccount- 
able hemorrhage traced to the nasopharynx in 
persons after the fourth decade of life should 
not be regarded lightly, comprehensive exami- 
nation of the nasopharynx being imperatively in- 
dicated. 


COMMENT AND CONCLUSIONS 


In the light of present day advances in medi- 
cine, there can be no reasons why the naso- 
pharynx should be regarded as an “unknown” 
area for diagnostic and pathologic study, nor is 
there any justification in excluding that organ 
from the course of routine physical examinations. 
The time has come when internists and general 
practitioners should familiarize themselves with 
the facilities now available for inspection of the 
postnasal cavity. The procedure is less diffi- 
cult than ophthalmoscopy, yet nearly every 
qualified internist is now capable of performing 
this procedure. The potentialities of localized 
pathologic processes in the nasopharynx demand 
a complete examination of this structure. 


The comparatively frequent incidence of 
Thornwaldt’s disease, tuberculosis and neo- 
plasms of the nasopharynx cannot be disregarded. 
Furthermore, the frequent incidence in the cavity 
of focal infectious lesions suggests the importance 
of these sources in relation to systemic diseases 
of obscure etiology. 


Finally, as a result of our pathologic study as 
well as extensive clinical experience, there is no 
doubt that in the past nasopharyngeal diseases 
have eluded recognition not because of our in- 
ability to interpret any findings, but rather be- 
cause of negligence, carelessness or inability in 
exploring the pharynx as a whole. 


Due acknowledgment is made to Dr. Paul B. Szanto 
for his aid in accumulating the material and for collab- 
oration in the pathologic study. 
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SIGNS AND SYMPTOMS THAT SUGGEST 
SERIOUS LESIONS OF THE NERVOUS 
SYSTEM* 


By W. Tracy HAveRFIELD, M.D., F.A.C.S. 
Miami, Florida 


The operative mortality in brain tumors 
has been reduced to between 10 and 15 per cent. 
This was emphasized by Horrax,' who studied 
results in four hundred consecutive patients op- 
erated upon for brain tumors, and found that in 
two hundred and twenty-four cases it was pos- 
sible completely to remove the tumor. Seventy- 
one per cent of these were leading useful lives 
with little loss of function. 

Since brain tumors are one of the commonest 
affections of the nervous system, it seems desir- 
able continually to confront the medical pro- 
fession with the necessity of recognizing the 
early signs and symptoms of these neoplasms oc- 
curring in the different locations of the brain. 
What medical man is not well acquainted with 
the triad, headaches, vomiting, and choked discs? 
These, however, are not symptoms of tumor 
per se, but of increased intracranial pressure, 
and occur late when the tumor may be inop- 
erable because of its size. These are used when 
present, but are no longer essential for the diag- 
nosis. Bucy? says that the only true symptom 
of an intracranial tumor is the gradual progres- 
sive loss of neurological function, and tumor 
must always be suspected when evidence of a 
progressive focal lesion is obtained. Not infre- 
quently tumors arise that do not fulfill this 
criterion, and become our most difficult diag- 
nostic problems. 

Symptoms from brain tumors fall in twd 
classes: general and local. 


The general symptoms that may arise from 
any tumor anywhere are increased intracranial 





*Read in General Clinical Session, Miami ae Southern Medi- 
, Florida, Novem- 


cal Association, Fortieth Annual Meeting, Mia 
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pressure and generalized convulsions. The 
toms, as we have mentioned before, are head. 
aches, vomiting, choked discs, and stupor, Thy 
headaches are usually dull in character, oooy 
more frequently in the morning, and are 4p, 
companied by vomiting. The vomiting igs fr. 
quently preceded by nausea. Projectile vom. 
ing is not so common as it is generally thought 
to be, and is much more frequent in children 
with cerebellar tumors. The localization of the 
headaches is rarely reliable. Most of them 
seem to be frontal, even with subtentorial ty. 
mors. The papilledema is due to venous obstruc. 
tion and is not always greatest on the side of 
the tumor. There will be an enlargement of 
the blind spot and early, the acuity may be 
excellent which is a differential point. from optic 
atrophy. Long standing papilledema not ip. 
frequently causes blindness, however. General- 
ized convulsions are common in slow growing 
tumors, and cannot be differentiated from 
idiopathic epilepsy. They are of no localizing 
value in contrast to Jacksonian seizures, which 
are of value and will be discussed later. 


Walker® found that generalized convulsions 
were the first symptom in 18 per cent of pa- 
tients with tumors, and that a much larger per 
cent developed them in the course of their dis- 
ease. In childhood and adolescence, such at- 
tacks are usually idopathic epilepsy, since two- 
thirds of the tumors of this age group are 
cerebellar, and do not cause epileptiform convul- 
sions. The onset of this after the age of thirty 
is rare, and when convulsions do occur after 
this age, tumor should be strongly suspected. 


It is within the realm of localized neurological 
findings that the greatest progress can be made 
in the early diagnosing of brain tumors. By 
being cognizant of their possible significance, 
special procedures can be instituted which wil 
confirm the diagnosis long before the symptoms 
of increased intracranial pressure appear. The 
lesions will be much smaller and hence more 
easily removed surgically, and will result ult 
mately in less permanent impairment of net 
rological function. The fundamentals of local- 
ization were first outlined by Ferrier as late as 
1878 and by their utilization in 1884, Bennett 
first localized and Godlee removed a brain 
tumor, As recently as 1921, Cushing was first 
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to demonstrate that homonymous visual field 
defects are frequently caused by temporal lobe 
tumors. More recently, Polyak* showed that 
these optic radiations retained their spatial rela- 
tionship in their course from the retina to the 
yisual cortex, which is situated in the tips of the 
occipital lobes. 


Tumors of the frontal lobes produce symp- 
toms which are insidious in onset, and not very 
dramatic. These symptoms are manifested in 
changes of personality. Patients become dis- 
interested in their environment, lose their emo- 
tional lability and cease to worry. They later 
become untidy in their dress, may urinate and 
defecate in their clothes, and have loss of mem- 
ory for recent events. They may show forced 
grasping, but this is of more value if unilateral. 
If the tumors are large, they may press on the 
olfactory nerve and cause anosmia. Foster Ken- 
nedy syndrome may be seen. This is optic 
atrophy in the eye on the side of the tumor and 
papilledema in the other. In the later stages 
of the tumor, some weakness of the contralateral 
arm and lower face may occur from pressure 
on the motor area. 


The central area is situated on each side of 
the Rolandic fissure. The motor area is in the 
gyri on the anterior border and the sensory on 
the gyri forming the posterior border. The 
areas of these strips control parts of the body 
that an inverted silhouette laid over them would 
cover. The arm, face, and tongue areas are 
much greater in comparative size than the com- 
parative surfaces they control. Scarff® has 
shown that the cortical representation of the 
leg and foot extends over onto the medial sur- 
face of the hemisphere. The motor defect is 
a contralateral spastic hemiparesis, the severity 
of which depends upon the part involved. In 
the face, the paresis is chiefly lower, since the 
upper portion of the face is bilaterally repre- 
sented. It can thus be differentiated from a 
peripheral nerve type where the entire side of 
the face is involved. The rigidity of the arm 
and leg is of a clasp knife type. The fine mo- 
tions of the hand are always more severely 
affected than motion at the shoulder. The mo- 
tion of a spastic leg is chiefly at the hip, with 
little motion at the knee or ankle; and is 
moved forward by circumduction. The patient 
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is unable to go up steps with the affected leg 
first. 

Tumors in this area are prone to cause Jack- 
sonian epilepsy. The twitching begins in one 
portion of the body and slowly spreads to the 
adjacent areas and usually involves the entire 
side, occasionally then becoming generalized. 
Frequently there is no loss of consciousness. 
The sensory symptoms from a tumor in this area 
are a contralateral loss of the higher types of 
sensation, known as cortical sensations. Pain 
is usually appreciated, but cannot be localized. 
Position, vibration, and stereognosis are impaired 
or absent in the portion of the body represented 
by the portion of the cortex involved. 

Tumors of the parietal lobe may produce 
contralateral homonymous lower quadrant de- 
fects in the visual fields. Left-sided tumors in 
right-handed people will produce severe aphasias. 
As the lesion grows larger, it eventually im- 
pinges upon the central area giving sensory 
and motor symptoms. 


Temporal lobe tumors, when they occur in 
the right side of right-handed people, may at- 
tain a great size before they are correctly diag- 
nosed. They cause a visual field defect which 
is contralateral and homonymous, and usually 
begins in the upper quadrant. The patient is 
frequently not aware of this defect. When the 
lesion is in the left temporal lobe in right-handed 
people, however, some form of aphasia is pres- 
ent. Anomia, or the inability to name objects, 
is caused by a lesion of the temporal lobe. 
Apraxia, the inability to perform voluntary, pur- 
poseful movements, will result from lesions in 
the postero-inferior portion of the frontal lobe 
near the Rolandic fissure. Formed visual halluci- 
nations frequently are observed in temporal lobe 
tumors, but are not too reliable as a localizing 
symptom. Uncinate fits also may occur, asso- 
cjated with dreamy states. The patients may 
experience peculiar odors or tastes; frequently 
smack their lips, and at times stare into space. 

Occipital lobe tumors are rare, but when they 
occur, the first symptom is contralateral ho- 
monymous hemianopia. They may also produce 
unformed visual hallucinations which may be, 
flashes of light or stars occurring in the im- 
paired portion of the visual field, which do, 
not cross the midline. 
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Tumors of the pons and medulla are more 
common in children. The symptoms these 
tumors present depend upon the nuclei involved, 
and the pressure upon adjacent spinal pathways 
traversing these areas. Paralysis of the fourth 
nucleus results in diplopia upon looking down- 
ward and outward. Involvement of the fifth, 
gives an ipsolateral loss of corneal reflex and 
sensation of the face. If the sixth nucleus be- 
comes involved, a paralysis of lateral movement 
of the eye on the same side results. Involve- 
ment of the seventh nucleus is manifested by 
paralysis of all the muscles of the face on that 
side. Unilateral deafness results from involve- 
ment of the eighth nerve. Any involvement 
of the ninth and tenth cranial nerves, produces 
paralysis of the palate and pharynx, with a loss 
of gag reflex. When this occurs bilaterally, 
swallowing becomes impossible. Twelfth nerve 
paralysis produces atrophy of the same side of 
the tongue, and upon protrusion, there is a devi- 
ation to the side of the lesion. Tumors in these 
locations frequently result in vomiting, not be- 
cause of increased generalized pressure, how- 
ever. The vomiting occurs because of local 
pressure upon nuclei concerned with gastric mo- 
bility. Increased intracranial pressure is a late 
development, if at all. 


Fourth ventricle tumors, and midline cerebel- 
lar tumors are difficult to differentiate prior 
to operation. They produce increased intra- 
cranial pressure very early by obstructing the 
ventricle, and localizing symptoms occur late. 
These symptoms usually occur in small boys. 
They walk with a wide base and an uncertain 
gait, stagger and tend to fall. They present 
evidence of increased pressure, have papilledema 
and enlarged heads. Headaches and vomiting 
are almost always present. 


Tumors in one cerebellar hemisphere, give 
ipsilateral symptoms. The head is inclined to- 
ward the side with the occiput rotated to the 
same side. The shoulder is elevated also on that 
side. The extremities of this side are flaccid 
and relaxed, and their motions are awkward. 
Dysmetria, or past pointing, is present. The 
rapid alternating motions of these extremities 
become very slow, or completely absent. In 
walking, the patient falls to the side of the 
lesion, and if able to stand in the Romberg posi- 


SOUTHERN MEDICAL JOURNAL 





March 1947 


tion at all, will sway or fall in the same dires. 
tion. Reflexes on this side are markedly re. 
duced, if not completely absent. Nystagmus is 
present. This is characterized by the slow com. 
ponent toward the side of the lesion and the 
fast component away from it. 

In conclusion, it is evident that impairment 
of function of almost any portion of the cen. 
tral nervous system is accompanied by demon- 
trable manifestations. Bailey® has often re 
marked that incorrect diagnoses are frequently 
the results of incomplete examinations, The 
mortality and morbidity rates in brain tumors 
can be further reduced by a more general ap- 
preciation of the necessity of an early diagnosis, 
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DISORDERS OF PERSONAL TIME IN 
DEPRESSIVE STATES* 


By Erwin W. Straus, M.D.t 
Lexington, Kentucky 


Depressive patients sometimes tell us about 
peculiar changes in their experiencing of space, 
time, and motion. The change is not that of 
one detail or another. The basic structure of 
space and time, or better of the world in its 
spatial and temporal aspects, is altered. Fa- 
miliar surroundings become estranged, everything 
shows a new, bewildering physiognomy. The re- 
lations of the patient to the world are changed. 

The patients, aware of the change, try to re- 
sist it, to force back former conditions, but 
their fight is in vain. They can remember the 
past; they cannot revive it. Their attempts to 





*Read in Section on Neurology and Psychiatry, Southern Med+ 
cal Association, Fortieth Annual Meeting, Miami, Florida, Novem 
ber 4-7, 1946, 

¢Director of Clinical Psychiatry, U. S. Veterans Administration 
Hospital, Lexington, Kentucky. 
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throw off the spell only increase their pain. 
Whereas many depressive patients do not reveal 
their sufferings easily, patients undergoing these 
experiences report them spontaneously. The dis- 
tortions of time are not seldom the chief com- 
plaint. 

These symptoms, if noted once, will then be 
seen frequently. In a survey of a large num- 
ber of cases one finds a striking similarity. The 
following quotations, arranged in a systematic 
order, illustrate how statements made by one 


one. 

In regard to the present a patient said, ‘Time 
doesn’t seem to move at all.” Another said “I 
can’t explain. All is timeless, unchanging, hope- 
less.” A third said, “I had no feeling of time 
at all. Time is nothing to me.” A fourth said, 
“Absolute rigidity surrounds me.” 

In regard to the past, complaints were: “Ev- 
erything seems ages ago.” Or “Getting up this 
morning, I feel I have forgotten it,” or “I can’t 
remember the last morning; yesterday is as re- 
mote as events years ago.” “Everything I have 
done seems like a long time ago; when the eve- 
ning comes and I think back over the day, it 
seems years away.” 


About the future, a patient said: “The future 
to me is remote. I feel hopeless. Before I could 
look for the future, but I can’t now. There’s 
something that won’t let me.’”’ Or “I want to get 
something back to my mind that seems to have 
gone, to let me see the present and the future 
rather than to keep me looking toward the past. 
There is in me a kind of routine which does not 
permit me to envisage the future.” 


With these changes the flow of time becomes 
homogeneous. Time loses its articulation: 
“There is no break in time. I am passing through 
time, there is no day and no night. There is 
nothing divided between my getting up and 
coming here and going back. It’s all joined into 
one.” “There is no beginning and no end to 
things.”* In some cases the alteration of the ex- 
perience of time is strong enough as to produce 
hallucination-like distortions of the tools for 


_— 


"These quotations are compiled from personal observations and 

from papers by Lewis, A.: Proc. Roy. Soc. Med., 28:611-622, 
1932; at W.: ae, J. Med. Psychol., Part II, pp. 103- 
: “Le temps vecu,” Paris, 1933. 


patient are almost literally repeated by another 


STRAUS: DEPRESSIVE STATES 2558 


measuring time. A clock appears strangely 
changed in its shape, or the hands seem to move 
backward. 

Observations like these present to us the fol- 
lowing problems: 


(1) To understand the phenomena. 
(2) To clarify their role in depressive states. 
(3) To see whether there is an intrinsic 


temporal structure in depressive symptoms which 
do not have time as their manifest theme. 


Our understanding of the psychopathology of 
time depends on our understanding of its norm. 
In this field much remains to be done. As 
psychiatrists we test our patients for their 
orientation in time. There our curiosity ends, 
that is, it ends just at the point where it should 
begin. We record temporal disorientation as a 
patholegical symptom, but we have little or 
no interest in the condition of the normal ac- 
complishment. We take it for granted that 
experiences follow each other in time. However, 
sequence of experiences does not explain the 
experience of sequence. Psychologists have 
studied perception of time. Yet chronology and 
chronometry are but two, and certainly not 
the most important, aspects of time experience. 
With all interests centered on the perception of 
time the scope of the problem is narrowed; with 
the naive assumption of a plurality of experi- 
ences the phenomenon is obscured. Indeed, if 
impression would follow impression, one to the 
exclusion of the other, we would not be able 
to experience time at all. The juncture of ex- 
periences cannot be mere sequence. Even so,. 
perception of time and statements about time 
remain casual. 


Yet time is an intrinsic factor in all experi- 
ences;. for each experience is either familiar or 
strange, transitory or lasting, finite or infinite, 
unique or repeatable, initial or recurring, re- 
hearsal or performance. 


In other words, we live and we experience in 
a state of becoming. External events may suc- 
ceed each other like the cars of a train which 
cross in front of us. Things we experience might 
be ordered in the temporal frame of sequence, 
into the scheme of “one after the other.” But 
our experiencing does not have the same tem- 
poral structure. In the unity of experiencing 
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eyery moment is a phase only of a larger whole, 
a transition from the “not yet” to the “no 
longer. n Every moment in itself is incomplete, 
and therefore capable and in need of comple- 
tion.” Because of its incompletion it is related 
to the adjacent one in the past and the future 
and, even beyond the actual horizon, to the 
whole of our vital, social, historical existence. 
Every experience receives its specific signifi- 
«ance, its specific value, from its temporal po- 
sition. Even in its content each moment is 
determined by its place in our life history. We 
all ‘know that we will have to die. Fortunately 
we do not know when. But let death come close, 
the night preceding a battle, or let it be im- 
minent, the last dawn of a man sentenced to 
die, with such transitions from indefiniteness 
to finality, everything changes its physiognomy. 
Within the developing whole of our life history 
we experience our existence in each moment 
as growing or shrinking, advancing or standing 
still. The experience of growth and decline 
depends on the environment; it depends not 
less on our personal conditions, our actions, 
moods, and capacities. Youth, elan, health 
‘open the world; they diminish distances for our 
anticipation. Old age, fatigue, weakness ex- 
pand them. A bright day annoys the depressive. 
He, who has no abundance in himself, cannot 
see the beauty surrounding him. In our emo- 
tions we experience the varying tensions between 
the actuality of the moment and the potential- 
ities of our existence. Dynamics, mentioned fre- 
quently today in psychology and psychopathol- 
ogy, belong to a being whose temporal order is 
that of a state of becoming. 


About all actual experiencing we use to say 
that it happens “now!” “Now,” a word under- 
stood by everybody and yet enigmatic in its 
meaning. The “now” is a moment of my per- 
sonal becoming. It is always my, his, or your 
“now.” In relation to the speaker it is a pre- 
cise expression. Detached from the presence of 
the speaker or his listeners it loses all definite 
meaning. But I can relate this, my personal 
“now,” the actuality of my becoming, to an ob- 
jective, common, general order of time. I ask: 
“What time is it now?” With this question I 
relate my personal existence to an embracing or- 
der of time, determined by the calendar and the 
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clock, that is, by universal history and cosmic 
events. The types of chronologies and chro 
nometries varied through the ages. The Greeks 
and the Romans, the Jews and the Christians, 
each nation invented a calendar of its own, 
But wherever they fixed the beginning of their 
era, to the creation of the world or to the founda- 
tion of the city, however they divided days, 
months and years, whatever instruments they 
used for measurement, they agreed in principle, 
The idea was that of a cosmic order of time, 
which is one and the same for everybody and 
thereby indifferent to the fate of the single in- 
dividual. It is the time which flows uniformly; 
in it one day is as long as the other; it is 
quantifiable, determined by measure and num- 
ber. The personal time, however, is not homo- 
geneous; in it a year is not as long as another 
one; it is not determined by measure and num- 
ber but articulated by values, by the importance 
or unimportance of events. There is a deep 
contrast between the cosmic objective order 
of time and the individual time of our personal 
becoming. 


This contrast is experienced as accordance or 
discordance of these two orders. In our experi- 
encing, time passes fast or slowly. With both 
terms we express a relation, namely a discord- 
ance, between the uniform time of the clock and 
the variable order of our historical becoming. 
On a boring day time passes slowly, but in 
retrospection the day appears to be short. On 
an eventful day, time passes quickly, but the 
distance between morning and night appears 
to be long. 


In depressive psychoses this discordance 
reaches a maximum. 


“All is timeless,” “Everything seems ages 
ago,” “Something does not permit me to en- 
visage the future” were the complaints of our 
patients; the present, the past, the future are 
changed. Present, past, future, all are phe- 
nomena in the temporal order of our personal 
becoming. In chronometric time there is a rela- 
tion of earlier and later, but not of today, yes- 
terday, tomorrow. The actual moment of our 
experiencing divides past and future. The rela- 
tion earlier-later of two events does not change; 
the relation yesterday-tomorrow does change. In 
this moment the morning belongs to the past, the 
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evening to the future. But soon will it be eve- 
ning; another day will come. Then both, the 
last morning and this evening belong to the past. 
In relation to my experiencing events change 
their temporal qualities, while their objective 
positions remain the same. The patients who 
speak about the future, which they are unable 
to envisage, or the past, which is far remote, 
refer to disorders of personal time. Thereby 
they call our attention to the pathology of 
becoming. 

With a standstill of becoming future is ren- 
dered inaccessible. We do not proceed anymore 
towards the future. The “now” loses its posi- 
tion between a “not yet” and a “no longer.” 
The present is no longer the continuation of 
the past; the morning does not grow into the 
noon and the evening. The context and con- 
tinuity of time crumbles. The patients cannot 
experience the present as a completion of the 
past. “Everything seems ages ago.” Even the 
recent past is moved off, separated from the 
actual moment by an empty distance. “I can- 
not remember the last morning” implies: “It no 
longer belongs to my life.” With the disturbance 
of becoming and the consequent change in ex- 
periencing personal time the objective order of 
time also is altered. We relate our “now” to 
the common time of clock and calendar; but we 
have also to reintegrate this world time into our 
personal becoming. In the pathological discord- 
ance of personal and objective time, as it oc- 
curs in depressions, this reintegration fails. Pa- 
tients may experience this as a vanishing of 
time. They do not move on while the hands of 
the clock move over the dial, adding minute to 
minute. Their own existence does not grow 
any longer in the irresistible stream of time. 
Other patients do not complain so much about 
the vanishing of time as about its unreality. 
Reality, whatever its scientific definition may 
be, in concrete experience is not sensed as an 
impersonal objective logical order of events, but 
as co-existence of the world and myself. With 
the standstill of personal becoming, worldtime is 
transformed into a mere sequence of events, 
which finally, being meaningless, loses even 
the character of temporality. 


Although the cases to which I refer are not 
extreme rarities, they certainly are a minority 
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among the whole group of depressions. The qués- 
tion therefore arises whether the disturbances 
in the state of becoming, sometimes experienced 
as disorders in time, may find other expressions 
in symptoms more familiar to the observer of 
manic depressive psychoses. Indeed, in any ex- 
perience, normal as well as pathological ones, 
an intrinsic temporal structure can be revealed. 
This time element, although concealed to super- 
ficial observation, is a determining factor in the 
genesis of our experiences. 


At this meeting clock-time forces me to con- 
fine myself to the analysis of a single symp- 
tom. The depressive delusion may serve for a 
demonstration of intrinsic time elements hidden 
in seemingly different experiences. In his delu- 
sion of guilt the depressive patient is over- 
whelmed by the impact of the past. Under nor- 
mal conditions we liquidate the past, we let the 
past be past, by advancing towards the future; 
there is never a task completely finished. Using 
grammatical terms I could say our modus vivendi 
is in the “imperfect.”” We turn to new problems, 
before the old ones have found a “perfect” solu- 
tion; an unsettled entry is carried over. Thereby 
the past is extended into the present, but our 
history is also constantly re-interpreted in the 
light of new experiences. Our views of the past 
vary with the changes in our state of becoming. 
Looking backward on a good day we see the 
past as a territory which we left behind us or 
as a solid ground which supports us; on a bad 
day, however, we experience the past as a burden 
which crushes us. Yet there remain permanent 
characters of both, the past and the future. 
The past is defined, determined, fixed, it 
is the area of success or failure, pride 
or guilt. Guilt ties us to the past, confidence 
frees us from its fetter. The future is open, un- 
determined, it is the area of possibilities and 
goals, of desires, hope or despair. 


The past is always a limitation of our po- 
tentialities. Every decision means resignation. 
With every action we have to give up other pos- 
sibilities. In choosing medicine for my profes- 
sion I have to renounce a career as a business- 
man, a lawyer, a diplomat. How can I know 
whether my choice was the right one? In our 
“curriculum vitae” we mention what we have 
accomplished. Yet our past is inevitably a rec- 








258 


ord also of missed opportunities. We are al- 
ways debtors to the past. Confronted with the 
past we are at the bar of justice and there is 
nobody who can plead: “Not guilty.” 

The blocking of the future throws the depres- 
sive patient back to the past. Thence he hears 
a terrible judgment pronounced, a judgment 
which knows no appeal. For his guilt the 
depressive faces ultimate reprobation,  eter- 
nal punishment. In depressive delusion his- 
tory is experienced in its absolute irrevocabil- 
ity, the past as unpardonable guilt, the future as 
inevitable catastrophe, the present as irreparable 
ruin. Disaster may still have to come; but that 
it will come is sure, its approach is pre-deter- 
mined by the past. No means can stop the fate- 
ful course of events. In guilt and retribution 
there is an intrinsic temporal element, not of the 
clock-time, but of the time of personal history. 

The depressive delusion, that is, the mode in 
which the depressive patient is forced to read 
his history, points to a change in his state of 
becoming. Depressive experience originates in 
an essentially changed mode of vital existence. 
If this interpretation is correct psychopathologi- 
cal analysis opens an approach into the research 
of the pathogenesis of psychotic processes, be- 
yond the familiar zone of conflicts between de- 
sires and conventions. 





DISCUSSION (Abstract) 


Dr. Lawrence F. Woolley, Atlanta, Ga—Le Comte 
Du Nuoy published a book entitled “Biological Time,” 
some years ago, in which he attempted to relate time 
perception to chemical changes in the body, and there 
is some reason to assume that our ordinary time per- 
ception is related somehow to biochemical processes. 

About 35 per cent of persons can wake themselves 
after a predetermined time lapse, even when left in 
rooms without clocks, which is fairly conclusive evi- 
dence that there is something within us that keeps track 
of time in a sort of automatic way. 

There is a different kind of time perception which 
Dr. Straus is talking about. I once attempted in verse 
to exemplify the depressive’s feelings about time, and 
I am going to recite from this little poem: 


The hours drop slowly one by one, 
Into a void of vacant days and nights 
That stretch their endless ways 
Between the rise and set of sun. 
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No sound returns from that abyss 
Where fleeting time has ceased to run, 
For ages there is no thing done 

And never move will be, I wis. 


That is the sense that many depressives have of the 
passing of time. 

In Le Comte Du Nuoy’s book, the time perception 
of the individual and the biological change in time, 
(the time life of the cell) were related to the age of 
the individual and to- the rate of the cell growth, which, 
as you all know, slows down as the years pass, In 
general, as one grows older, the years appear to pass 
more rapidly for us, in about the ratio of the elapsed 
time to the total elapsed time from birth. That is, 
a moment of elapsed time is perceived in ratio to 
total elapsed time. So the longer the total elapsed 
time we have behind us, the shorter the present period 
that is passing seems. 

That seems to be a rather average, normal pheno- 
menon. But emotional states of all sorts intrude. We 
know from the poets that the lover tells his sweeetheart 
that he has known her for eternity, when he has met 
her just that moment, and that he will love her forever, 
when he is living only now. All sorts of emotional 
factors come in to alter the intellectual perception of 
time. 


The stoppage of time, the hesitation of time, the 
dragging of time, as described by the depressive, cer- 
tainly has a psychological relationship to the factor Dr. 
Straus has mentioned, the feeling that “Everything 
has stopped now. This is the end of everything. Noth- 
ing can go on,” and the reversion to the past instead of 
the future. 


This very interesting paper relates, as Dr. Straus 
mentioned, to the deformities of space and of motion, the 
general group of unreality feelings other than dis- 
tortions of time and memory, the feeling of strange- 
ness with familiar things, and so on. That whole field 
is wide open for investigation. 

As for analyses that have been given to date, there 
is one by Breuler and a fairly good analysis by Rosan- 
off which is very brief, but at least summarizing the 
factors involved in the problem. The whole problem 
has never been approached very logically or very com- 
pletely. I doubt that anyone can do so. Except for 
the purpose of study in a special situation such as the 
depression, I doubt that one can isolate this kind of 
false perception from the other kinds. There are many 
factors that go into the perception of time and space 
and movement, besides simply the emotional state of 
thé individual or the intellectual preoccupation at the 
moment. It is a very difficult and intricate subject. 


Dr. Jose Angel Bustamante, Havana, Cuba.—Dr. 
Straus has presented something of very great importance 
in psychiatry, and especially in psychology. In our 
faculty of medicine we have been working for two or 
three years with Dr. Rodolfo Guiral, chief professor, 
upon the meaning of time in psychiatry. Dr. Guiral’s 
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conclusion is that the depressive states look to the past, 
and the manic in all manifestational excitation, to 
the future, generally. Perhaps we could put the schizo- 
phrenic in the present, taking out this general con- 
ception of the world and of time. But we must con- 
fess that all literature published on time is poor, in 
the sense that Dr. Straus has pointed out. 


I have written a textbook upon medical psychology 
for the faculty of medicine of Cuba. When we write 
upon space, we write plenty; but when we write about 
time, we fly out and do not write very much. It is 
certainly a point that needs study first from the stand- 
point of psychology, and also as applied to psychiatry. 


Dr. Straus (closing).—I think that psychiatrists miss 
much in not using the insight of poets. There is 
something described and analyzed and brought into 
words in poetry which is much more basic for our 
psychological understanding than many laboratory data. 

The emphasis given there to the perception of time 
is misleading. Experiments with mescaline and hashish 
are much more important. Baudelaire’s description of 
hashish intoxication, of the infinity of space together 
with that of time experienced during these states is a 
great contribution to psychiatry. I believe that the 
works of this French poet, among them the “Artificial 
Paradises,” are available in English translation. 

There are quite a few publications dealing with time. 
Aubrey Lewis in the Proceedings of the Royal Society 
gave a short review of its psychiatric aspects. Time is, 
of course, a permanent problem of philosophy. E. 
Minkowski, a French psychiatrist, who follows Berg- 
son, has published a comprehensive study in his book, 
“Le Temps Vécu.” From Spanish writers I know a 
paper by Delgado, in Lima, who recently reviewed the 
literature of the psychology of time, but not of its 
pathology. 

My first contribution to this theme was on a purely 
theoretical basis. I was happy to see my theoretical 
assumptions could easily be verified, that the patients 
behaved exactly as they should behave in accordance 
with the theory. 





CERTAIN FACTORS INFLUENCING 
CANCER CURABILITY* 


By Atrrep G. Levin, M.D. 
. Miami, Florida 


Cancer is rapidly becoming a favorite subject 
of discussion among the laity. The influence 
of cancer educational programs is spreading and 
scientific facts concerning cancer are replacing 
long standing superstitions and misconceptions. 


— 


*Read in General Clinical Session, Miami Day, Southern Medical 
Seaton, Fortieth Annual Meeting, Miami, Florida, November 
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The “man on the street” is coming to know 
that cancer is a curable disease. He is turning 
to his physician for further information and 
for advice. It thus becomes the responsibility 
of us as physicians to keep pace with the latest 
advances as well as to be thoroughly familiar 
with the long established, basic facts concern- 
ing malignant disease. Without such knowledge 
our advice to the patient will be inexcusably in- 
accurate or incomplete. We are presented with 
a serious duty which we must not shirk. 


It is obviously impractical for most of us to 
be thoroughly familiar with all phases of can- 
cer research and the busy practitioner certainly 
cannot be expected to follow closely every de- 
velopment in the complex biological, chemical 
and physical approaches to this broad problem. 
Moreover, at the moment it is not vitally im- 
portant that we concern ourselves with the- 
oretical considerations if we will but grant to 
every case the full advantage of today’s best 
practical knowledge. It is very conservatively 
estimated that universal application of the can- 
cer knowledge available at this moment would 
double or triple our present annual cure rates. 
In other words, well over half of all cancer 
cases would be cured even though no further 
knowledge of the disease was ever obtained. 


In my plea for widespread application of to- 
day’s basic knowledge I would like to consider 
briefly only a few of the principal factors in- 
fluencing cancer curability. The simplest and 
most important of these is the basic element of 
time. In its early stages cancer is the most 
curable of any of the major causes of death. 
Theoretically, in fact, almost every cancer 
passes through a curable stage. Why then, con- 
sidering this factor alone, can we not approach 
perfection in cancer therapy? The answer, 
naturally, is that cancer is not being treated in 
its early stages. Here we reach the crux of 
the entire cancer problem, the fatal delay pe- 
riod. Who is to be blamed for this delay and 
what can we do about it? Various investigators 
and statisticians have studied this problem ex- 
haustively with the startling conclusion that 
the average individual waits six to twelve 
months after his first symptom of cancer ap- 
pears before consulting a physician. This would 
be bad enough were we not immediately faced 








with the even more appalling fact that an aver- 
age additional delay of three to six months or 
longer occurs between the first visit to the physi- 
cian and the beginning of adequate definitive 
treatment. 

Analysis of the major causes for delay is es- 
sential in trying to arrive at corrective proce- 
dures. For this purpose 500 consecutive clinic 
cases were studied recently at the Memorial 
Hospital in New York, where it was found that 
about 45 per cent of delays were the fault of 
the patient alone, 40 per cent the fault of the 
original physician alone and the remaining 15 
per cent a combination of the fault of both. 
Ignorance or fear accounted largely for procras- 
tination on the part of the patient but inade- 
quate finances and bad family advice were also 
factors and in a few cases the fault lay simply 
in either “failure to face reality” or “wishful 
thinking.” 

Delays referable to the first physician con- 
sulted varied with the type of disease and the 
complexity of diagnosis. In breast cancer for 
example, where some departure from normal is 
relatively easy to detect, nearly 50 per cent of 
the culpability was traceable to wrong advice! 
Use of the wrong treatment accounted for an- 
other 43 per cent. In other words, inability of 
the physician to make a diagnosis played a rela- 
tively minor role in obtaining prompt, proper 
treatment in breast malignancy. However, in 
chest and abdominal cases where special methods 
such as endoscopy and x-ray must often be 
employed, the delays were mostly due to in- 
ability of the doctor to establish a correct di- 
agnosis rather tham to giving the patient wrong 
advice. The employment of wrong treatment 
also played a very significant role in this group. 

It is of interest that the patient’s delay is 
particularly long and the physician’s relatively 
short in the more superficial types of cancer such 
as that of the skin. Conversely, the patient’s 
delay is relatively short in lung and gastro- 
intestinal cancer where the physician often al- 
lows long intervals to elapse before establish- 
ing a diagnosis. 

In some sections of the country there has 
been nearly 50 per cent reduction of the first 
delay period following establishment of well 
planned state cancer control programs. The 
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most progressive of these programs include 3 
state cancer law, a full-time cancer officer, di. 
agnosis and treatment clinics, follow-up services, 
a statistical research bureau and a special cap. 
cer hospital. We in the South can be espe. 
cially proud of the progress which has beep 
made in this direction by Georgia and South 
Carolina. They have set excellent examples 
which the rest of us may well follow, particu. 
larly in view of the present economic conditions 
which permit broad latitude in most state budgets 
for such purposes. 


The state programs along with well directed 
education on a national level are teaching force- 
ful messages as to the significance of lumps in 
the breast, irregular bleeding or discharge from 
body openings, persistent indigestion, chronic 
mouth lesions, sudden changes in the appear- 
ance of pigmented moles, and so on. More 
propaganda of this type via radio, movies, news- 
papers, magazines, lectures and exhibits is es- 
sential to counteract the delaying influences 
of ignorance, fear and bad advice. Much re- 
mains to be done in reducing the delay period 
for which the patient is at fault but the wheels 
are now turning in the right direction. 


The second delay period, that due directly 
to the fault of the physician, would seem on the 
surface to be easy of solution but, unfortunately, 
we are actually lagging behind the efforts of 
the laity. The culpability for delay is shifting 
more and more to the shoulders of the physician. 
It is difficult to understand how a few of our 
colleagues still maintain the pessimistic, me- 
dieval conception that cancer is a universally 
fatal disease and even succeed in foistering that 
opinion upon unsuspecting medical students and 
interns. In view of the overwhelming evidence 
that cancer is actually the most curable of all 
the highly fatal diseases, such individuals are 
doing a great disservice to medicine and are 
directly responsible for many unnecessary can- 
cer deaths. It is unfortunate that old miscon- 
ceptions are painful to abandon. There are 


still those who fail to realize that early cancer 
is usually painless and that, for example, 4 
breast lump without pain is particularly open to 
suspicion. The old textbook pictures of classi- 
cal, advanced cancer must be completely ignored 
if we hope to diagnose malignant disease in its 
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curable stage. Instead of waiting for skin fixa- 
ton, retraction of the nipple, or enlargement of 
the axillary nodes to establish a diagnosis of 
breast carcinoma we must learn to rely more 
upon the laboratory. The free use of biopsies 
cannot be too strongly urged and the invaluable 
assistance of the pathologist in explaining by 
miscroscopic sections the true nature of many 
seemingly insignificant variations from the nor- 
mal cannot be too frequently reiterated. Pains- 
faking researches by the world’s leading au- 
thorities have repeatedly proven beyond any 
possible contradiction that biopsy is an es- 
sentially harmless procedure. Nevertheless hun- 
dreds of lives are still being jeopardized by hesi- 
tancy to perform simple biopsies. Delaying this 
essential diagnostic procedure until obvious clini- 
cal signs appear places the responsible physician 
in the role of executioner rather than saviour. 
The biopsy not only provides or confirms the 
diagnosis of malignant disease but discloses the 
type of cancer present and thus often aids im- 
measurably in determining the best form of 
therapy. 


The extreme importance of the biopsy indi- 
cates the necessity for teamwork in the early 
diagnosis of cancer. In tracing the causes for 
delayed diagnosis in the above mentioned cases 
at the Memorial Hospital, it was found that the 
first physician consulted by the patient fre- 
quently neglected to call in assistance when he 
was unable to establish the correct diagnosis 
alone. There can be no individual star “‘carry- 
ing the ball” in our contest against cancer. 
Fullest immediate advantage must be taken of 
every possible aid such as the various endoscopic 
procedures, laboratory tests, x-ray examinations, 
or any other procedures which may be indicated 
and available. The individuals most qualified in 
the various specialties must be willing to take 
their share of the responsibility. 


We can no longer permit ourselves the lazy 
luxury of telling patients, “Let’s watch this 
lump for a while and see what happens.” We 
can no longer proceed blithely to cauterize a 
cervix and discharge the patient now that we 
have learned that early carcinoma in this re- 
gion can masquerade as a simple erosion. We 
can no longer afford to prescribe pills or douches 
Without looking at the cervix when there is 
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even the faintest suggestion of change in men- 
strual habit. We cannot assume a mass in 
the scrotum to represent epididymitis, orchitis 
or hydrocele without carefully excluding the 
possibility of carcinoma of the testicle. We 
must recognize that when dealing with cancer 
the out-moded policy of watchful waiting vir- 
tually constitutes a death sentence. 


Lack of time does not permit us to enter 
into consideration of other important factors 
in this problem such as varying degrees of tumor 
cell differentiation and radiosensitivity; location, 
extent and accessibility of the lesion; age and 
physical condition of the patient; and so on 
ad infinitum. We feel very strongly, however, 
that if sufficient interest can be aroused in re- 
ducing delay. periods and in encouraging bet- 
ter teamwork, then a long step forward will 
have been taken in conquering one of man’s 
worst enemies. 


522 duPont Building. 





SYPHILIS OF THE CERVIX* 


By Wa. F. Guerriero, M.D., F.A.CS., 
W. B. Mantootu, M.D., 
and 
W. Moore, M.D. 
Dallas, Texas 


The cervix is a primary site of syphilis and 
exhibits lesions of the disease in all its various 
stages.12% These lesions are of importance 
as a source of infection and because they mor- 
phologically resemble erosions, infectious cer- 
vicitis, chancroids, tuberculosis, granuloma in- 
guinale venereum, and carcinoma. 

Syphilis of the cervix is looked for only in- 
frequently which accounts for its reported rarity 
rather than its actual rarity. The reported in- 
cidence has varied from Lahazl’s 9 per cent 
and Morrison’s* 16 per cent to Davies’ 44 per 
cent. We have discovered by dark-field exami- 


—_— 


*Read in Section on Obstetrics, Southern Medical Association, 
Fortieth Annual Meeting, Miami, Florida, November 4-7, 1946. 

*From Department of Obstetrics and Gynecology and Dallas 
Venereal Disease Clinic of Parkland Hospital and Southwestern 
Medical College. 








nation of the cervix in patients with a history of 
recent syphilitic contact or with lesions else- 
where in the body, 27 women (16 colored, 11 
white) with primary lesions and 14 (8 colored, 
and 6 white) women with secondary lesions. 
One colored patient with tertiary syphilis was 
found among a series of 123 biopsy specimens 
being examined for carcinoma of the cervix. 

Syphilis of the cervix is manifested in the 
primary stage by the chancre, in the secondary 
stage by either a macule, erosion, papule, or 
ulcer, and in the tertiary stage by an ulcerative 
or proliferative gumma, 


PRIMARY LESION 


The location of the chancre in relation to 
the external os has been variously stated.135 
Most often the lesion is engrafted on a pre- 
existing erosion and completely surrounds the 
external os. In this series of 27 women with 
primary lesions, the os was surrounded in 15 
or 55 per cent. The anterior lip alone was in- 
volved in 8 or 30 per cent, and the posterior 
lip alone in 4 or 15 per cent. Two colored 
patients were pregnant 3 and 5 months respec- 
tively and were recently exposed to men with 
infectious lesions. 

The primary lesion elsewhere retains its fea- 
tures, though chancre of the cervix undergoes a 
rapid and variegated evolution from an un- 
eroded induration to an ulcer, which in turn 
heals quickly or transforms into an inconspicuous 
erosion. In the stage of greatest development, it 
appears as a more or less deep, funnel shaped 
sore, with thickened, rounded edges sloping 
down to a smooth, glistening brown floor. A 
grayish pseudo-membrane composed of firmly 
attached necrotic tissue covers the base of the 
ulceration and a thin red line encircles the 
periphery. Removal of this membrane is im- 
portant in searching for the Spirocheta pallida. 


SECONDARY STAGE 


Macules, erosions, papules, and ulcers are 
merely successive stages of the disease caused 
by scattered accumulations of Spirocheta pal- 
lida in the squamous mucosa of the cervix. 
There were 5 macules, 6 erosions, and 2 ulcers 
in our series of 14 secondary lesions. Two of 


the erosions were in colored women, pregnant 
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2 and 6 months, admitted to the clinic fe 
recent exposure to infectious males. 


The macule is grayish white in color ang 
results from a thickening of the overlying 
epithelium. The epithelium macerates due to 
moisture and warmth of the vagina and the 
superficial layers are cast off leaving an erosion, 
The papule is the result of further epithelial 
proliferation, eversion, and elevation above the 
level of normal mucosa. Secondary ulcers occur 
with fatty degeneration of the superficial cel] 
layers of the papules. 


TERTIARY STAGE 


The more common form of this stage, the 
ulcerative gumma, results from excessive tissue 
necrosis, and appears as a large ulcerative lesion 
in which the entire cervix is frequently involved, 
The less common proliferative gumma results 
from excessive tissue proliferation and appears 
as a large fungating cauliflower mass displacing 
the cervix and filling the vaginal vault. Our 
case found by biopsy was of the latter type, 
and morphogically resembled carcinoma. 


PATHOLOGY 


Histologic examination reveals essentially the 
same basic findings in all the different stages 
of the disease. Many new capillaries are sur- 
rounded by dense infiltrations of lymphocytes 
and plasma cells. The capillary endothelium is 
proliferated so that the lumen is narrowed of 
obstructed. Giant cells vary in number. 


SYMPTOMATOLOGY 


While it is generally thought that syphilis of 
the cervix does not produce symptoms, Mor- 
rison* noted various complaints in 80 per cent 
of his patients. In our primary and secondary 
patients 90 per cent had specific complaints. 
Systemically malaise, fever, joint pains, and 
anorexia and locally serosanguinous leucorrhea, 
contact bleeding, menstrual aberrations and pain 
on examination in the order given were common. 
In our tertiary case the patient sought medical 
aid because of excessive vaginal bleeding. Marked 
improvement of all the above symptoms was 
noticed with institution of proper anti-luetic 
therapy. 
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DIAGNOSIS 


In the main, syphilis of the cervix is diagnosed 
by dark-field examination in the primary and 
secondary stages. In the tertiary stage diagnosis 
depends upon clinical signs, biopsy, and serologic 
tests. Positive serologic tests do not occur un- 
til 3-4 weeks after the appearance of the pri- 
mary lesion, but are present during the secondary 
and tertiary stages. Biopsy is of suggestive 
diagnostic value since the histologic pattern 
resembles inflammation, particularly those of 
the infectious granulomatous group. 


THERAPY 


It is not within the province of this report 
to discuss the therapy of syphilis other than 
to state that the present concept is the use 
of penicillin G in doses of 4-6 million units in 
a 7-10 day period. 


DISCUSSION 


A knowledge of syphilis of the cervix is of 
importance to every practitioner. This is more 
so today than ever before because of population 
migration and wartime increase in incidence of 
syphilis. The infectiousness of cervical secre- 
tions with a syphilitic lesion is well established.’® 
Gelhorn® and Ehrenfest’ demonstrated Spi- 
rocheta pallida in cervical secretions from normal 
cervices of women recently exposed to infec- 
tious males. Since the cervix is an important 
syphilitic focus, every woman exposed to syphilis 
before dismissal should have repeated dark-field 
examinations of the cervix. In pregnant women 
early detection of syphilis of the cervix is im- 
perative since by early therapy fetal syphilis 
may be prevented. 


Cervical syphilis in many aspects resembles 
other lesions including erosion, chancroid, tuber- 
culosis, granuloma inguinale venereum and car- 
cinoma.* Moreover, concomitant syphilis and 
carcinoma of the cervix has been reported by 
Gelhorn,® Warthin,® Curtis,’ and Solomon.? War- 
thin® said that biopsy should always be done 
to eliminate the presence of carcinoma when 
syphilis of the cervix is diagnosed after the 
fourth decade of life. With concomitant syphilis 
and carcinoma, therapy for cervical carcinoma 
will be more beneficial if anti-luetic therapy 
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is also given. Curtis, Gelhorn® and Solomon® 
have reported conversion of apparently hopeless 
carcinomata of the cervix into therapeutically 
favorable cases by means of anti-syphilitic treat- 
ment. 


CONCLUSIONS 


(1) Syphilis of the cervix is more common 
than was formerly thought and is a portal of 
entry for the Spirocheta pallida. 


(2) Repeated dark-field examination of cer- 
vical lesions and secretions should be performed 
prior to dismissal of any woman with a history 
of venereal contact. 


(3) Pregnant women deserve special consid- 
eration since early diagnosis and therapy will 
often prevent fetal syphilis. 


(4) Syphilis of the cervix is often confused 
diagnostically with erosion, tuberculosis, granu- 
loma inguinale venereum, and carcinoma. 


(5) Patients with carcinoma of the cervix and 
syphilis should receive anti-luetic therapy since 
this frequently improves the clinical prognosis 
of the carcinoma. 


We wish to express our appreciation to Drs. Arthur 
Schock and Lee Alexander from whom the inspiration 
and direction of this study was derived. 


BIBLIOGRAPHY 


1. Davies, A. T.: Primary Syphilis in the Female. Oxford Uni- 
versity Press. Long, 1931 

2. Sharp, J. W.; Alexander, : J.; and Schock, Arthur G.: 
Dark-Field Examination of Lesions of the Cervix Uteri im 

iagnosing , 3 Syphilis. Urol. and Cutan, Rev., 47:171- 
173 (March) 194. 

3. Morrison, M. T.: , of the Cervix. Amer. J. Syph. and 
Neurol., "18:196, 1934. 

4. Guerriero, W. F.; Jennett, R. J.; and ee. - W. B.: 
Infectious Granulomatous Lesions of Cervix. In 

5. Gelhorn, George: Syphilis of Cervix. J.A.M.A., eT: 1812 
(Nov. 27) 1926. 

6. Warthin, A. S.; and Nolan, L.: Differential Diagnosis of 
Chancre and Carcinoma of the Cervix. Am . J. Syph., Gonor. 
and Gen. Dis., &:553, 1921. 

7. Gelhorn, George; and. Ehrenfest, Hugo: Syphilis of Cervix. 
Am. J. Obst. and Gyn., 73: 864, 1916, 

8. Curtis: Textbook Gynecology, 1943, 

9. Soloman, Edwin; Louisville, Ky.: Personal Communication. 

10. Stookey, P. F.: Primary Syphilis of Cervix. Arch. Dermat. 
and Syph., 21:628, 1930. 


2600 Oaklawn Avenue. 


__— 


DISCUSSION (Abstract) 


Dr. Edward L. King, New Orleans, La.—In the colored 
pregnant woman with syphilis there is, as a rule, no 
history of an original lesion, if the lesion was on the 
cervix. She has had no symptoms except the leukorrhea, 








which did not worry her, and reports with advanced 
syphilis and pregnancy and with a baby in jeopardy, 
all of which could have been avoided had the diagnosis 
been made early. As brought up by Dr. Guerriero, in 
acute early syphilis of the cervix, there is no positive 
serological reaction present. 

Years ago McCord, in studying syphilis in pregnancy, 
said that when in his clinic they found a negative 
Wassermann reaction,’ or a Wassermann-like reaction, 
early in pregnancy, they repeated the test at the seventh 
months, and often discovered a woman with syphilis 
in pregnancy which had been overlooked at the first 
visit. If the cervix had been examined syphilis might 
have been found earlier and the diagnosis would not 
have been delayed until the seventh month, at which 
time treatment may or may not save the baby. 


These cervices which Dr. Guerriero showed us no 
doubt yielded their proper quota of luetic lesions. 
Syphilis still kills a large number of babies, especially 
in the colored race. 


Dr. Randolph Perdue, Miami, Fla—We should thank 
the physicians of New Orleans for many valuable studies 
in the diagnosis and treatment of syphilis. Dr. Matas’ 
work, of course, is classic. It was early in 1933, I 
think, when Dr. Sellers and Dr. King visited Duke Hos- 
pital, and were discussing with them some young cases 
of carcinoma of the cervix on our wards. We had two 
in the hospital at that time under twenty-five years. 
They said, “Are you sure this isn’t syphilis?” So we 
had to get the slides and show them that they were not 
syphilis. It was then that we learned of their active 
interest and progress in syphilis of the cervix uteri. 


In my own private practice, among approximately 
7,000 case histories, we have had practically no ex- 
perience with syphilis of the cervix. One case of 
primary syphilis was demonstrated by darkfield in 
consultation with Dr. Sams, in 1937. There were no 
cases of tertiary syphilis, and one case of secondary 
syphilis which was shown as part of a generalized 
secondary skin syphilis. 

Dr. Guerriero (closing).—Interest in this work was 
stimulated by Dr. Arthur Schoch and Dr. Lee Alex- 
ander of the Dallas Venereal Disease Clinic. We have 
consistently urged that practitioners and gynecologists 
look for Spirochetes in cervical lesions in women who 
have a history of recent syphilitic contact. As we have 
shown, often these patients are told that syphilitic in- 
fection is not present because the serum is negative, 
whereas the cervix is definitely in the stage of primary 
infection. In conclusion, we would certainly urge that 
dark-field examinations of the cervix be performed on 
all suspicious looking lesions of the cervix and without 
fail on all patients recently exposed to syphilis. 
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PRURITUS ANI IN OFFICE PRACTICE* 


By Victor K. Atten, M.D., F.A.CS., FICS, 
Tulsa, Oklahoma 


The general practitioner, in searching the 
literature today for the causes and the treatment 
of pruritus ani is most certainly confused, and 
since the Section on Proctology of the Southem 
Medical Association includes the general prac. 
titioner as well as the specialist it is the purpose 
of this paper to endeavor to evaluate and simplify 
the present status of pruritus ani, particularly as 
to its causes and treatment. 

Although most writers on pruritus ani include 
fungi as a cause, yet as such, it is mentioned 
rather casually, and the average writer continues 
to give a long list of other causes which have 
been included for the past century. Cantor speaks 
of the undetermined cause as “cryptogenic” and 
speaks of all other types as “secondary causes,” 
Other writers have spoken of the undetermined 
cause as “idiopathic.” It seems to me that in 
most cases, the undetermined cause is really a 
fungus. Allergy seems to be responsible for 
some of these problems. Certain foods, and 
often it is one of the more commonly used foods, 
and therefore unsuspected, may be the cause of 
itching in this area. Some individuals may be 
allergic to certain drugs. A good example of 
this is phenolphthalein which may cause intense 
itching, and also some pigmentation of the ano- 
genital skin. Many constitutional diseases are 
given as causes of the localized itching about the 
anus. Again it seems to me that we would ex- 
pect these diseases to be far more likely to give 
a generalized itching than always to concentrate 
in the anal area. 

Buie prefers to classify the causes of pruritus 
ani under “indirect” and “direct,” the former 
being the indefinite type which is more likely 
to be encountered in those instances in which 
there is little gross evidence of pathologic change 
in the tissues about the anus. Under this head- 
ing he places neurogenic influences, allergic mani- 
festations and focal infections. Scarborough in 


*Chairman’s Address, Section on Proctology, Southern Medical 
Association, Fortieth Annual Meeting, Miami, Florida, November 
4-7, 1946. 
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1933 reported studies of 304 patients in his clinic, 
54 per cent of whom complained of anal itching, 
that in all he found a local cause for the itching. 
He says that “pain, as a referred symptom of dis- 
ease, occurs frequently and by a well under- 
stood mechanism, but itching is never encount- 
ered elsewhere in the body as a referred sensa- 
tion.” He further states that “attention has 
been so focused upon the remote causes of 
pruritus ani that local causes have been neglected 
and even when obviously present, have been 
treated with contempt.” His experience has 
shown that there is always a local ‘cause for the 
symptoms of localized anal itching. Although he 
recognizes the mycotic infections present in many 
of these cases be believes that it is not the 
fundamental cause of the itching, and is inclined 
more to the idea that anorectal and vaginal 
infections are the primary causes of the localized 
itching. Hill in 1940, after an analysis of his 
study of two hundred cases in his clinic con- 
cludes that 85 per cent of the patients gave 
evidence of having primary or distant skin 
lesions of mycotic origin. This includes 25 per 
cent of primary invasion and 60 per cent of 
secondary or phytid manifestations. He esti- 
mates that “the remaining 15 per cent are 
grouped as allergic or non-eruptive as related 
to the anal-disease,” that lowered threshold and 
a favorable medium for growth are the two 
factors favoring invasion by the dermophyton. 
Anorectal disease no doubt plays a big part 
in the former and we must not overlook the 
infections of the teeth, tonsils and sinus which 
were so often mentioned by our good friend, 
the late Dr. John L. Jelks, but remembering that 
these may result in secondary infections in the 
anal area. 


Stokes calls attention to physiologic causes 
such as the apocrine sweat glands which occur 
in the anogenital skin as well as the axilla, 
submammary, periumbilical and _nippleaerola 
areas. He says that these glands have two im- 
portant characteristics. First, the sweat secreted 
by them contains protein and excess carbohy- 
drates, and is of higher pH than ordinary sweat 
(eccrine) glands. Second, apocrine sweat glands 
are responsive to emotion and particularly to 
sexual tension. 


Apocrine sweat, with its high protein and 


ALLEN: PRURITUS ANI 


265 


carbohydrate content and its relatively higher 
alkaline pH, is an ideal agent to prepare the way 
for the fungus, followed by pyogenic infection 
in its distribution area. Hill lays considerable 
emphasis on the secondary or phytid reaction, in 
which the fungus cannot be demonstrated and he 
theorizes that this is a blood stream invasion by 
the fungi or bacteria from a primary lesion on 
another part of the body. Many of these cases 
have a fairly normal looking perianal skin al- 
though the patient complains of having had 
pruritus ani for several weeks. This seems to be 
the type of case which Hill ascribes to a mycotic 
infection elsewhere in the body and terms phytid 
reaction. In the cases under my observation im 
private practice only rarely do we have cases, 
the cause of which may be other than local, and 
I feel that these are easily confined to (1) neuro- 
genic and (2) allergic and may be classified as 
indirect. Considering the condition from this 


‘point of view let us try to simplify our classifica- 


tion of the causes as follows: 


(1) Indirect 
(A) Neurogenic 
(B) Allergic 
(2) Direct 
(A) Hygienic 
(1) Gynecologic: vaginitis, endocervicitis, etc. 
(2) Excessive activity of sweat glands of the 
skin of the perianal area 
(3) Lack of proper cleansing after stool 
(B) Anorectal pathology, such as skin tabs, fis- 
sures, fistulae, crypts, hemorrhoids, etc. 
(C) Fungus 


Any one of these conditions may well be re- 
sponsible for the itching. Yet we know that we 
may have a combination of any two or more of 
these causes in many cases of pruritus ani. 


I feel that the cause which should be stressed 
mostly is the fungus, fully recognizing its as- 
sociation with pyogenic infection. The derma- 
tophytosis unquestionably finds a favorable 
medium for growth in the perianal area as evi- 
denced by the work done by Terrell and Shaw 
in 1928, and later by Scarborough and again by 
Malcolm Hill and others. These men have made 
careful studies in a large series of cases by ex- 
amining smears of scrapings from the perianal 
skin in all types or stages of pruritus ani. They 
have used the fungicides in these cases with com- 








plete cures, taking into consideration the compli- 
cating causes of the more advanced pathology. 
Infrequently cases were successfully treated with 
the fungicides where the dermatophytes were not 
found in the smear. Hill is convinced that the 
scrapings do not always reveal the mycotic 
figures; also, that 65 per cent was a safe estimate 
of the incidence of the mycotic infection of the 
perianal skin, an estimate which exceeded that 
of Terrell and Shaw, and an estimate which the 
writer feels is quite conservative. If such be 
the case a careful and quick analysis by a logical 
system of detailed history and examination brings 
us quickly to a diagnosis. We must always keep 
in mind as stated above that any particular 
case may involve two or more of these causes, 
but we are safe in considering the cause of the 
itching to be local. The lack of good local 
hygiene, and the presence of anal disease, may be 
the basic cause and the thing that prepares the 
field for the mycotic infection. This is highly 
important and the failure to recognize this point 
will greatly impede the cure of the patient. Hav- 
ing thus simplified our list of causes we may be 
able to lessen the long list of remedies offered 
by the mass of literature on this subject. 

In the earlier stages of pruritus ani the skin 
shows a mild hyperemia and as this increases the 
skin is thrown into folds radiating from the anal 
orifice. These thickened folds result from the 
vasoconstriction which intensifies the lymph stag- 
nation and is caused by the fungus and its alka- 
line secretion. This presents a whitish or macer- 
ated appearance and in the later stages gives the 
well known washed, leathery appearance. Kallet 
gives us a simplified description of the pathology 
of pruritus ani by staging it in four degrees as 
follows: 


(1) Erythema and erosions with little infiltration 

(2) Hypertrophy and lichenification 

(3) Lichenification, erosion and associated dermatitis 

(4) Extensive involvement of adjacent skin of the 
vulva, scrotum and groins 

It is easy to reason that the first stage and 
possibly the second may be due to a single cause, 
but as the disease progresses we are quite certain 
that the other causes take part in the pathology 
and give us a more complicated picture. As the 
chronicity of the condition progresses the re- 


quired therapy becomes more evident. Our local - 
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hygiene must be intensified and we must be more 
meticulous in our localized therapy and after the 
more superficial part of the pathology is re. 
moved we often are compelled to resort to sur. 
gery of some type. Even in the earlier stages of 
therapy surgery is indicated if anal disease, such 
as fistula or fissure with an irritating discharge 
is present. Likewise the crypts and hemorrhoids 
must be removed at times to give relief. The 
hard thickened skin takes an indefinite period of 
time to approach normal and surgery is often 
quite necessary. Kallet has urged the use of 
radiation in selected cases of pruritus ani, saying 
that it is painless and clean and involves no loss 
of time. He calls our attention, however, to 
certain dangers: (1) radiation burns; (2) injury 
to adjacent structures, and (3) induction of 
dermatitis. These dangers make us very cautious 
in the use of this agent and if radiation is used 
we should be very certain to have it done by an 
experienced radiologist. Tattoo with cinnabar 
has been advised by several authors and in their 
hands has been successful in a good number of 
cases. For the general practitioner however, this 
is rather a complicated affair. In the first place 
a tattoo machine must be obtained, and a technic 
must be perfected to obtain the best results. This 
requires considerable experience and it is not 
practical unless one has a large number of these 
cases under observation. I must admit that my 
experience with the tattoo has not been very 
satisfactory, although I have used it in a fair 
number of cases. The injection of alcohol has 
many adherents. Its use, however, is definitely 
not an office procedure for it requires an anes- 
thetic. It should be reserved for intractable 
cases. 


Stone first stressed this method by injecting 
one or two minims under the skin at regular 
intervals over the affected area and Buie suggests 
the infiltration of 40 per cent solution of alcohol 
in distilled water under the skin. He expects 
thjs to cause a slough and always informs the 
patient of this complication. Of course when the 
sloughed area has healed we have skin in which 
the nerve endings are not involved, but the pa- 
tient spends many restless days in this interval 
and the physician is not happy over the situation. 


Buie offers this therapy only as a “symptom 
destroyer” and not as a cure of the cause of the 
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disease. He reserves it for the intractable cases 
of itching. Oxygen has been injected sub- 
cutaneously by Harry C. Guess with reported 
good results. Quinine and urea hydrochloride in 
5 per cent strength has been similarly used but in 
the hands of the inexperienced operator there is 
danger of a slough which again would prolong 
the patient’s discomfort and recovery. The an- 
esthetic in oil has been more widely used, and 
with greater safety. There is danger of slough- 
ing with this, only if it is pooled in the tissues, 
and one can easily learn to avoid this danger. 
We have no proof that the anesthetic in oil 
actually has any curative value but it does give 
the patient immediate relief and the skin of the 
diseased area is not further traumatized by 
scratching. This has a very decided value and 
is very effective therapy. Ultraviolet has been 
used in the milder cases with much satisfaction 
and is practical for office treatment because the 
ultraviolet machine is found in most offices. 


In the earlier stages of the therapy we lend our 
efforts to soothe the erythema, infiltration and 
erosions. A strong potassium permanganate solu- 
tion (15 grains to the quart of water) may be of 
considerable value. This may be used by the 
patient at home and as frequently as he wishes. 
The erosions are greatly benefited by the appli- 
cation of a 5 per cent aqueous solution of phenol 
but this should be confined to office therapy. 
We have many fungicides at our command and 
the prescribing of these for use at home is advis- 
able but some of these are irritating and the 
patient should be closely observed. If we depend 
solely upon home medication our patients will 
get well only in proportion to the will of the 
patient to carry out his physician’s orders. Re- 
gardless of what home measures are advised by 
the physician he should combine this with some 
definite office therapy in order to hasten the 
recovery. 


Castellani was among the first to use dyes 
as fungicides. He advocated the use of carbol- 
fuchsin paint containing carbolfuchsin, phenol, 
boric acid and water. This is considered by 
Many as a most useful preparation. In 1941 
Seletz reported the results of his experimenta- 
tion in the use of the various dyes in the treat- 
ment of pruritus ani and vulva. He con- 
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cluded that the use of Berwick’s dye gave most 
satisfactory results and combined its appli- 
cation with the use of tincture of benzoin com- 
pound. Berwick first reported this dye in 1921 
in his experiments on the bactericidal effect of 
various stains. It consists of a mixture of 1 per 
cent brilliant green and 1 per cent crystal violet 
in 50 per cent alcohol, and also in water. Ber- 
wick was of the opinion that this dye was ex- 
tremely valuable because of its selective bac- 
teriostatic action and its low toxicity. It acts 
more effectively and quickly in alcoholic solu- 
tion than in the aqueous solution as used by 
Seletz. However, the latter’s use of tincture of 
bezoin compound after the application of the 
dye considerably augmented its effectiveness. 
This dye seems to be very beneficial in effect, 
not only as a bacteriocide but also as a fungicide. 


The writer became interested in the use of 
Berwick’s dye about two years ago and has used 
it quite extensively in his office treatments. 
These treatments are given twice weekly in the 
following manner: If the patient is suffering 
much pain and there is constant danger of trauma 
from scratching, it is advisable to inject some 
anesthetic in oil subcutaneously. By the time the 
effects of the anesthetic have worn off the con- 
dition of the skin is much improved. Five per 
cent phenol solution may be applied to the 
erosions. The dye is then applied thoroughly 
and this is followed by the application of tinc- 
ture benzoin compound. After the alcohol in the 
benzoin compound has been evaporated by a 
fan, a bland powder is applied to the area and a 
gauze dressing is attached to protect the clothing 
over night. The patient is allowed to take a bath 
the next morning but instructed to use no soap 
in this area. These office treatments are further 
aided by the use of a fungicidal ointment. 
Dessenex ointment is one of the more recent 
such ointments and is of considerable value. It 
is composed of undecylenic acid and its zinc 
salts. It may be obtained in powder form if 
it is preferred. Under this treatment it is 
quite interesting to observe the rapid disappear- 
ance of the erythema, the erosions and the derma+ 
titis, and later the thinning out of the thickened 
skin until it finally reaches a normal appearance. 
Even then the patient is advised to continue the 
use of the fungicide at home as well as to carry 








out all hygienic measures and report at increasing 
intervals. 
SUMMARY 


(1) The literature has been discussed as to 
the numerous causes of pruritus ani. It is the 
author’s opinion that in the majority of cases 
the cause, or causes, are local in character. 


(2) Treatment has been discussed attempting 
to confine it to those measures practical for office 
use 


(3) The author has described the procedure 
which he has found to be successful in his office 
work. 
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PROCTOLOGY AS A SPECIALTY* 


A REVIEW OF ITS DEVELOPMENT IN CUBA 


By Jorce R. Muniz, M.D.t 
Havana, Cuba 


Twenty years ago proctology was a rare word 
among the medical men of the island; it was 
seldom used and though its meaning was very 
well known, there was practically no reason 
for its application. The patient afflicted with 
some rectal trouble secured at most a quick 
glance to the anal region and very seldom such 
a simple thing as a digital examination. The 
majority of the patients were just quickly in- 
terrogated, their assertion of suffering from piles 
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was readily accepted and the inevitable sup- 
positories were prescribed. 

Among the many victims of such a back-woods 
practice, there comes to my mind a yo 
physician who, for months, suffered from a 
constant and severe pain in the anal region, ip. 
creased to an unbearable point at the time 
of defecation and whose general condition be. 
came almost cachectic in a few weeks. I did 
not see the patient myself, but I understand 
that the diagnosis of cancer of the rectum was 
accepted without any further question or investi- 
gation. One good day the patient himself in. 
serted his finger into the rectum and told his 
doctor that he had felt something hard, like 
a bone across the anal ring. And sure enough, 
there was a piece of bone buried deeply into 
the tissues of the region, causing a constant 
spasm, destruction and ulceration of the anal 
canal. 

This happened in the year of 1923, or 1924, 
and it may give an idea of the ignorance and 
neglect of the most elementary principles of 
proctology at that time. A decade earlier, I was 
resident surgeon at one of the largest and per- 
haps at that time the best hospital in Havana 
and all the instruments and surgical material 
were under my supervision and care. We had 
about everything there was in the market, in- 
cluding one, a single one, rectal tube which 
was never used and which apparently was 
there just because it happened to appear in 
one of the pages of a surgical instruments cata- 
logue. 

The two rectal operations that I remember, 
during my first years of practice, were hem- 
orrhoidectomy and the incision, not the exci- 
sion, of fistula. The former was done routinely 
with the patient in the lithotomy position, a 
clamp or forceps applied to anything that pro- 
truded from the anus, which was then trans- 
fixed, ligated and lastly cut off with the cautery. 
Then a rubber tube wrapped in gauze was in- 
serted into the rectum and now for the big 
show, for I can recall no more miserable pa- 
tients than those unfortunates. 


The operation for fistula-in-ano was done by 
simply passing a grooved director through the 
tract, cutting or incising it along the director 
and curetting its surface. No wonder there was 
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a common belief among the laity, that it was 
useless to be operated upon for fistula, because 
the recurrence was a sure thing sooner or later. 


This abandonment and ignorance of the most 
simple conditions of the specialty were prevalent 
until a quarter of a century ago. In the year 
1925 or early in 1926, Doctor Ignacio Calvo, 
then a young man in his late twenties, opened 
for the first time in Cuba an office for the 
diagnosis and treatment of rectal diseases ex- 
clusively. 

He gathered very cleverly his first knowledge 
of the specialty during a short visit to Paris, 
where he saw Doctor Raoul Beusande at work 
in his Clinic for Diseases of the Rectum at the 
St. Antoine Hospital. This pioneer of the spe- 
cialty in Cuba, by his cleverness, dexterity and 
perserverance, accomplished two very impor- 
tant things. First, he made the general sur- 
geons bow to his success in those operations 
where they usually failed; and second, he cleared 
the field of quacks, and nostrum sellers. 


In 1928 the Municipal Hospital of Havana 
(there was only one at that time; we have three 
now) opened a clinic for diseases of the rec- 
tum and colon and I was appointed Chief of 
the Clinic. As far as I know, this was the 
first regular service in a Cuban hospital ever 
established for the diagnosis and treatment of 
diseases of the rectum. At the beginning we 
had only four beds, two for each sex, and the 
out-patient department, but as the number of 
patients increased, two small wards with six 
beds each were placed at our disposal and 
then we could really work and could really say 
that we had a proper surgical service. 

If I were compelled to say briefly why and 
how proctology established itself as a definite 
specialty in Cuba, I would answer quickly that 
it is due to three factors or conditions: first, 
a right approach to the patient; second a ra- 
tional pre- and postoperative treatment, and 
third, improvement in surgical technic. 

With very few exceptions the rectal patients 
come to the specialist referred by another physi- 
cian and after a superficial examination, often 
without a diagnosis and probably a little 
frightened by an unskilled exploration of the 
anal region or perhaps after a careless and 
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painful digital examination. You may add to 
these factors of anxiety the common lay belief 
about the extreme suffering inevitable to any 
exploration of the affected region, the incur- 
ability of anal or rectal fistula, the danger of 
incontinence, the cataclysmic day of the first 
bowel movement after the operation, and so 
forth. 

To gain the patient’s confidence at this time 
perhaps means all the difference between a 
smooth, quiet postoperative course and the 
nuisance of meeting every day for a number 
of days an unpleasant and resentful individual. 

Our first contact with the patient is estab- 
lished at the time we take the history. Then 
we must gather not only the routine family 
and personal data, but we must also take no- 
tice, even if superficially, of the patient’s char- 
acter and reactions so as not to deal with him 
or her blindly. Let us remember also that the 
first examination, in the patient’s mind, is a 
kind of test of our ability and gentleness. 


We all know that the knee-chest position, if 
we examine the patient in an ordinary table, or 
the Haines position, if we possess a special 
table, is the best, or at least, they are the best 
for the proctologist; but in reality they are 
quite bothersome to the patient, not to men- 
tion what some of them would think of the 
physician if all of a sudden he throws them 
head downwards without previous notice. For 
the nervous woman, for the very stout patient, 
and for old people, the left Sims position has 
no equal. It is true that sometimes you may 
encounter a few. difficulties in performing or 
doing a complete sigmoidoscopy but with a 
little patience and skill the difficulties can be 
surmounted. 


The inspection of the anal region and the 
digital examination should be done in the gen- 
tlest possible manner. There is perhaps a throm- 
botic pile burning like living fire, or it is a 
crack at the ano-rectal junction; maybe it is a 
small incipient abscess of the anus. The fact is 
that the slightest pressure can cause an excru- 
ciating pain. 


For the very nervous patient or for those 
presenting painful lesions of the anal canal I 
often use a topical application of a solution of 
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2 per cent “pantocaine.” It takes a little of our 
time, but it pays. 

After the examination is completed comes 
the last part, and not the least important, of 
what I have called the right approach to the 
patient. 

If there is no operation to be done the 
thing is easy because the patient is always ready 
to accept anything but a surgical measure. If 
this latter is necessary, the preoperative treat- 
ment must be started then and there. We all 
know what it is to have in front of us a nervous 
woman, or man, bombarding us right and left 
with questions, and the waiting room full of 
patients. It is just now when the game begins. 
A worried patient is more prone to develop 
something, anything abnormal, in the post- 
operative course, than the phlegmatic type of 
individual. Sometimes it is a fall in blood pres- 
sure and a very quick pulse or persistent nausea 
and vomiting, and what not. To ease the 
nervous tension of a patient in a condition of 
anxiety, requires as much skill and medical 
knowledge as is necessary for the operation. 
We must talk to them slowly but firmly. Let us 
consider our position as advisers, not as dic- 
tators, and in consequence, we must answer 
patiently a certain number of questions and 
give the required information about what the 
condition is or what type of operation we have 
in mind, and so on. 

I always explain to my patients that they 
must have some pain the day of the operation, 
but that it will be easily controlled by a seda- 
tive and that on the second day there will be 
practically no pain at all. Besides, and I men- 
tion this as a matter of fact, we do not use 
the rectal tube. I do not know how it is in 
the states, but in the island every prospective 
patient knows about it, and the fear of having 
such a plug in the rectum for a number of days 
makes them very often refuse or postpone the 
operation indefinitely. 

No patient should be submitted to a surgical 
operation without a previous complete physical 
examination, and as a routine measure we must 
ask for those laboratory tests which we esteem 
necessary. For operations in the anal region 
and lower rectum a Kahn reaction, blood count, 
blood urea and blood sugar and the Duke and 
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Lee and White tests for bleeding time ang 
coagulation time of the blood are about all we 
need to judge of the preoperative condition of 
the patient. 

I firmly believe that when proctologists be. 
gan to discard the use of physics as a preopera. 
tive measure they pushed ahead a long dis. 
tance the chances of success of rectal syr. 
gery. Just think for a moment of the effects 
of 1% ounces of castor oil in a patient with 
an irritable ulcer of the anus or with large 
prolapsing hemorrhoids. We always prescribe 
a large intestinal irrigation with 2 teaspoons. 
ful of salt (sodium chloride) per quart of 
water at 10 P. M. and another similar irrigation 
at 7 A. M. next morning, the operation to be 
done one or two hours later. 

There is another thing in the preparation 
of the patient which may seem silly to men- 
tion, but it makes all the difference between 
comfort and discomfort. I refer to the prac- 
tice of shaving the operative region. This never 
should be done, as the hair stubs coming out 
three or four days after the operation are very 
likely to cause itching, sensation of pricking, 
and so on. For practical purposes, it is enough 
to clip the hairs with a scissors and to paint 
the region with mercurochrome or merthiolate 
covering it with a sterile pad. As soon as the 
effects of the anesthesia wear off, hot com- 
presses are applied directly to the wound, and 
I say directly because in quite a few instances 
I have found in my evening call the hot com- 
presses resting quietly as far up as the base 
of the sacrum. The effect of hot applications 
unquestionably lessens the pain and prevents 
edema of the anal border and of the edges of 
the wound. 

Much has been said about the use of opium 
preparations, and there was a time in which 
we used opium routinely as deodorized tincture 
of opium 10 drops three times a day to avoid 
an untimely bowel movement. We have dis- 


carded this practice for two reasons: the small 
amount of morphine necessary to control the 
pain in the first 24 or 36 hours is often enough 
to cause the desired constipation and_ besides, 
in many instances the complete rest in bed is 
very likely to produce the same effect. 


Many patients ask what would happen if 
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there should occur an unexpected bowel move- 
ment. Nothing. I have met with this situa- 
tion a few times and cleansing the region with 
hot normal saline projected with force so as 
to remove mechanically every particle of feces 
will prevent the possibility of infection. In 
former days we used to paint the wound with 
5 per cent mercurochrome but now we have 
found that a slight spray of powdered sulfathi- 
azole keeps the wound quite clean and of 
healthy appearance. 

One of the things that worries the patient 
most commonly after the operation is the diet. 
They always refuse to eat solids because they 
believe if they do the first bowel movement 
will be more painful. It is just the opposite. 
A diet of tomato juice, chilled fruit juices, soup, 
broiled chicken or fish, baked or mashed po- 
tatoes, baked apple, custard, rice pudding, stewed 
fruits, ices, toasts and butter, will not only 
make the patient leave the bed feeling stronger, 
but will also make a well formed, rather soft, 
stool in contrast with the very hard scybalus 
derived from a low residue diet. Very few 
patients can stand milk without being troubled 
by much gas in the bowel, so we have limited 
it to one glass a day with some coffee if it is 
desired. 

About noon on the fourth day after the op- 
eration the patient takes one teaspoonful of a 
muciloid derived from a sea plant called 
plantago ovata, in a glassful of water; at 4 P. M. 
one tablespoonful of mineral oil and another 
dose of the muciloid at bedtime or about 10 
P. M. Next morning, as soon as the patient 
wakes up he receives 8 ounces of cotton seed 
oil or peanut oil as a retention enema, in the 
left Sims position, which he is asked to keep 
for one hour or so. Then he is helped to make 
his bowel work by a large rectal irrigation 
with warm normal saline and the patient passes 
his first bowel movement in bed in the bedpan. 
A hot sitz bath follows, after which the wound 
is dressed as usual. Now the patient is ready 
to leave the hospital and only very rarely must 
he stay as long as a week. 


I believe that one of the things that have 
done much for the success of anorectal sur- 
gery is the loosening and removal of the pack- 
ing 48 hours after the operation. If the sphinc- 
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ter muscles had to be cut off, and let us remem- 
ber that this is the most common case, then 
there is no choice. I mean, there is absolutely 
no ground for discussion. The longer after 
48 hours that we keep apart the muscle fibers, 
the more we increase the chances of incon- 
tinence. 


I pronounce myself decidedly against the use 
of strong antiseptics. If they are strong enough 
to destroy bacteria quickly, what would they 
not do to the new cells? The irrigation of 
the wound with sterile normal saline is enough 
to keep it as clean as desired. 


The preparation of the patient for abdominal 
surgery requires a complete and accurate knowl- 
edge of his condition as we may encounter these 
two extremes: the one, an obstructive lesion 
in a patient suffering from intestinal toxemia, 
dehydrated, undernourished, anemic, and the 
other, a case in which an early diagnosis means 
the possibility of removal of a segment of bowel, 
with much less surgical risk. 


The decompression in the obstructed cases 
could be obtained either by surgical or medical 
means. In the acute cases a colostomy has to 
be done practically always at once. It has the 
advantage of permitting a direct examination 
of the lesion, relieving the patient of the 
obstruction at the same time. 


In the sub-acute and chronic cases it is sur- 
prising how much may be done by the proper 
use of physics, intestinal irrigations, antispasmod- 
ics, and so on. In recent years the employ- 
ment of certain sulfonamides by mouth, like 
sulfasuxidine and sulfathalidine have accom- 
plished most successfully two very desirable ef- 
fects: (1) the lessening, to an appreciable de- 
gree, of the number and of the infective power of 
intestinal bacteria and (2) the passing of semi- 
liquid, practically odorless stools. 


I consider of primary importance the study of 
the prospective patient with a cancer of the 
colon or rectum from a medical angle, and 
whenever circumstances permit it, they should 
be placed for a few days under the care of a 
first rate clinician. 


This type of patient must come to the op- 
erating table saturated with fluids, with blood 
count and hemoglobin content properly studied 
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and corrected of its deficiencies; the blood chem- 
istry well under control, that is as nearly nor- 
malcy as possible; heart, including an electro 
cardiogram, blood pressure, kidney function, 
thoroughly studied and corrected as far as 
possible. 


The third reason given at the beginning of 
this paper for the success of proctology in Ha- 
vana or rather in Cuba, as I said, is better 
surgical technic. 


It is almost impossible to review the entire 
series of improvements introduced in proctologic 
surgery in the last quarter of a century, but 
from a practical point of view I shall mention 
briefly some of them. They are commonly 
accepted nowadays, but they have contributed 
much to the advancement of surgery of the 
anorectal region. 

The extreme care and gentleness which the 
surgeon must employ in his work to avoid un- 
necessary pain and discomfort after the opera- 
tion, comes from a better knowledge of the inner- 
vation of the anal canal and of the perianal 
skin. We all know that above the anal canal 
we may cut, cauterize, fulgurate, and so on, 
without causing any pain at all to the patient; 
but from the anorectal junction outwards it is 
quite different. With this in mind, we must 
discard from our operative technic the appli- 
cation of forceps to the anal border or to the 
perianal skin for better exposure of the operat- 
ing surface. I have devised two long handed 
retractors, rather heavy and with well rounded 
edges, which I find very helpful in my work. 

The boldness of cutting the sphincter muscles 
whenever it is necessary has been another im- 
portant factor in the progress of proctologic 
surgery. 

If the internal opening of a fistula is at the 
level of the muscles which form the anal ring 
or if it is beyond or above, the incision must 
be carried through, from one opening to the 
other, the whole tract exposed and thoroughly 
removed. There is no other way to cure a 
fistula with certainty. Of course, the cutting 
of the sphincter muscles should not be done 
at random. There are certain rules to follow, 
but to comment on them will fall beyond the 
scope of this paper. 
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When rectal surgeons realized the uselessness 
and danger of closing a wound with stitches 
after an operation in the anal region, they took 
another big step forward in the road to success 
of anorectal surgery. 


Few of us, I am sure, have not attempted 
occasionally to close a large anal wound in a 
desire to abbreviate the postoperative course, 
This practice leads almost fatally to a disastrous 
result, as infection inevitably sets in: the wound 
becomes red, swollen and painful, and we have 
to undo in a hurry what we did in a meticulous 
way. 


I believe most of us will agree that a fan 
shaped or triangular wound with the base out- 
wards to the anus and with the edges sloping 
down to the bottom, fulfills all the necessary 
conditions to avoid infection, principally by 
establishing a large and easily draining surface. 


I have purposely left out of this paper all 
that concerns abdominal surgery. It would 
make this paper endless. However, as I con- 
sider the influence of better surgical technic 
in the advancement of proctology, I must em- 
phasize the inseparable relationship between 
the preoperative care of the patient and the 
success in abdominal surgery. 


How far could we go at the expense of im- 
proved surgical technic? It is impossible to 
draw a straight line and say just to here, be- 
cause there are some factors that I consider 
imponderables; factors or circumstances which 
exercise a decided influence in success and 
failure. A man with as much knowledge as any 
other fails where his equal enjoys a complete 
success; another has the ability to pick up and 
train a group of selected men and form with 
them an admirable surgical team, and yet an- 
other struggles practically all his life to get 
appropriate assistance in his work. 

It may seem rather drastic to limit the im- 
provements in surgical technics of modem 
proctology to those factors mentioned in the 
preceding paragraphs, but I firmly believe that 
these things, by increasing the percentage of 
success and by ameliorating enormously the 
suffering of patients after anorectal operations 
have decidedly contributed to place our specialty 
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in the foreground and upon strong and perma- 
nent bases. 


I do not wish to finish the reading of this 
paper without a few words of explanation. Take 
them as an apology and please be indulgent in 
your judgment. 


I know well that I have not said anything 
new to any of you and be sure that it has been 
all the time very far from my mind to be pre- 
tentious. If I have said the things that you 
know and use routinely in your daily work, it 
js just because of that. I could not think of 
a better way to let you know how we prac- 
tice the specialty in Cuba. It seemed to me 
that by explaining in detail how we work I 
could convey to you the actual conditions of 
the practice of proctology in Cuba. Please ac- 
cept my apologies and with them a cordial salute 
from your colleagues of the island. 





THE MEDICAL PROGRAM OF THE 
VETERANS ADMINISTRATION* 


By Paut R. Haw ey, M.D." 
Washington, D. C. 


The problem that confronts the Veterans Ad- 
ministration is twofold. It is first to give the 
very best of American medicine to the veteran. 
The second part of that problem is to give this 
to the veteran without betraying the great pro- 
fession of medicine in this country. To do both, 
we must make compromises; but together we 
shall give to the veteran the very best in medi- 
cine in this country, which, I assure you from 
my experience in this war with medicine abroad, 
is the best medicine in the world. 


There are two ways to solve this problem: one 
with an exclusively full-time medical service, the 
other by completely abolishing all of the full- 
time medical service of the Veterans Admin- 
istration and turning the whole job over to the 
medical profession of the country. I do not 
think the job can be done in either one of the 





*Address, General Public Session, Southern Medical Association, 
Fortieth Annual Meeting, Miami, Florida, November 4-7, 1946. 
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ways, and here again there must be a com- 
promise. 


It takes a certain full-time group to furnish 
the continuity of policy and to do the ad- 
ministration of this job, which I am sure you 
will realize could not be done by the private 
practitioner of medicine. Our job can be again 
professionally divided into two parts: first, the 
medical care of the veteran, his treatment; and, 
second, a tremendous load, which I think most 
people do not realize in this country, the medi- 
cal evaluation of claims for pensions. That 
constitutes at the moment fully 75 per cent 
of our outpatient work. 


The veteran is entitled to a thorough examina- 
tion of his physical condition when he makes a 
claim for a pension. This examination is for 
his own protection as well as for the protection 
of the Government. Our experience with the 
private practitioner who makes these examina- 
tions has been somewhat sad. It has been sad 
for the private practitioner as well as for us, 
because most people in medicine do not realize 
that these medical examinations must be evalu- 
ated by a board of laymen who fix the amount 
of disability for which a pension is paid. These 
examinations are very well made by the pri- 
vate practitioner, but they are very badly re- 
ported. Any physician could make sense of the 
reports but the layman cannot read the aver- 
age examination teport made by the private 
practitioner and base any judgment upon 
how much this veteran is handicapped in the 
earning of a living. 


So at the moment we are trying to train our 
own people in pension examinations, although 
we are making experiments in one or two states 
with county medical societies which nominate 
one of their members to learn this technic and 
which check all of the papers. We are trying 
at the moment to establish a goal that, if we 
take over the laborious work of examination for 
pension claims, we may farm out as much out- 
patient treatment as we can to the profession. 


It would be a very sad day for us, even if 
we could get enough physicians to handle the 
problem of the medical care of the veteran, if 
we attempted to handle it with a full-time serv- 
ice. That would mean we would go back to 
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the isolation that obtained in the medical service 
of the Veterans Administration until a short 
time ago. No medical service in the world 
can isolate itself from the rest of the profes- 
sion, from the advances in medicine, and keep 
abreast of the times. We need, if for no other 
reason than to keep up ourselves, close and con- 
stant contact with the rest of the doctors in 
this country. I hope that we shall never again 
separate ourselves from the medical profession 
of the country. 


In this veterans program it seems to me that 
the medical profession has an opportunity to 
demonstrate to the people that it can face and 
solve a great public problem. Here is our op- 
portunity. The pay will be as much as possible, 
but you are taxpayers and you know how 
much the Government pays for anything. We 
do not expect you to do it for nothing, but 
we know that to do it you are going to do it at 
a sacrifice. But here is an opportunity to 
show the people that ours is a public problem 
in medicine, that the medical profession will 
put their shoulders behind and will put it over. 
If we do this together, we are going to go a 
long way toward staving off any further in- 
roads in medicine. 





THE INTEGRATION OF THE VETERANS 
ADMINISTRATION HOSPITAL AND THE 
SCHOOL OF MEDICINE FOR 
RESIDENT TRAINING* 


By Paut B. Macnuson, M.D.t 
Washington, D. C. 


As you know, the Veterans Administration 
has a part in the greatest medical training pro- 
gram that has ever been undertaken in this 
country, or probably in any other. It has em- 
barked on that program because of the far- 
sighted policy of our two chiefs, General Haw- 
ley, the Chief Medical Director and General 


*Read in Section on Medical Education and Hospital Training, 
Southern Medical Association, Forticth Annual Meeting, Miami, 
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Bradley, the Administrator. 
great men, men of great vision. 


The Veterans Administration is charged by 
law with complete care of the veteran. We shall 
be responsible in the Veterans Administration 
for some 18 million men. By law, we must of- 
fer some sort of medical service. They have 
been offered some sort of medical service now 
for quite a few years, and I think the medical 
profession has been fairly well upset because 
of the quality of the medical service. The vet. 
erans certainly have been very much upset by it, 
The finger cannot be pointed at the medical de. 
partment for that. The Medical Department 
of the Veterans Administration has never had 
a chance; it has never had a medical director, 
The physicians were entirely controlled by lay. 
men, appointed by laymen. In any controversy 
they were tried by laymen and the report went 
to laymen. That is a thing of the past. 


These are two 


The medical profession has charge of the 
Medical Department, and through General 
Hawley and General Bradley who have backed 
this program up to the very limit, with no po- 
litical interference tolerated, the medical pro- 
fession has now the chance to take over the 
treatment of the patient and put it on an equal 
basis with the free competitive practice of medi- 
cine. 

You and I have never objected to giving 
patients treatment, but we very much objected 
to having either the patient or a layman tell us 
what that treatment should be. 


The Veterans Administration has approached 
the medical schools of this country and every 
one of them has responded to the call for help. 
We have established a program of cooperation 
between the medical schools and the Veterans 
Administration that puts the practice of medicine 
in the hands of the medical profession. We are 
not trying to tell physicians how to practice 
medicine in Oklahoma City from Washington. 
We believe that the patient should be taken 
care of by his physician. We believe that his 
physician should be chosen very carefully ac- 
cording to the highest standards that have been 
set by the medical profession itself. 

There has been some criticism about our 
putting a standard of board certification upos 





e 
] 
d 
, 
] 


Vol. 40 No. 3 


certain of the men who are to be employed in 
the Veterans Administration. We did not make 
those standards. They were made by the medi- 
cal profession and we have simply accepted 
them and said to the deans who have appointed 
their committees from men of professorial rank 
in their own medical schools, that this is the 
standard the Veterans Administration is going 
to maintain. So they appoint men of profes- 
sorial rank to act on the deans’ committee, and 
those men are all certified in their respectiv 
specialties. 

We have certain duties. When the war was 
over there were many young men who had 
left the practice of medicine before they had a 
chance to establish a practice, who had had 
their training and who did outstanding work in 
the Army. They came back to the medical 
schools or the vicinity of the medical schools or 
their cities and found they could not get an of- 
fice or a house. They had very little’ practice 
and most of them had families to support. For 
that group of men whose services we needed 
very much, we created what we call the attend- 
ing staff. Those men are part-time men; they 
are not employed on a timeclock basis, but on a 
service basis. We pay them by the visit, not 
by the hour. We pay them for service, not time. 
They attend the hospital on an average of five 
mornings a week in medicine and surgery and 
pathology and the other branches. Incidentally, 
the four important departments in the Veterans 
Administration are pathology, radiology, medi- 
cine and surgery. In those we have to have 
full-time chiefs. The other departments can be 
staffed by part-time chiefs, if necessary. But 
those four departments are full-time jobs. 


The attending men attend the hospital usually 
five mornings a week, or five afternoons, as they 
choose. They are responsible for the care of 
certain groups of patients and certain duties 
which are assigned by an agreement between 
the chief of service and the clinical director, the 
Manager and the deans’ committee. The service 
is rendered on purely a patient service basis, 
not a time basis. So there is no mention of 
time in any agreement. 

We have another class of men coming back 
from the Army whose training had been inter- 
tupted by their military service. Those men 
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we owed something; they were coming back, 
they wanted residencies, they wanted further 
training. As you well know, probably better 
than I do, not one-tenth of the residencies that 
could have been filled by the applicants were 
available. So we established residencies for 
these younger men in cooperation with the 
deans’ committees and the residents were put 
on a salary which is much greater than the 
average hospital can afford to pay but these 
men did not get any compensation from the 
Bill of Rights in the way of educational ad- 
vantage, under which circumstances they would 
have been entitled to payments of around $1,500 
or a little bit more. They were an older group 
of men than the average resident, and we 
felt that they should be paid a little more be- 
cause they were veterans. They should be 
paid more than the average hospital could pay 
them because they get no education from the 
government and were giving service in Veterans 
Administration hospitals. 


When the veterans have all had their oppor- 
tunity for training, then we will drop back to 
the going rate for junior, intermediate and 
senior residents in the localities where the medi- 
cal school and hospital are affiliated. Until that 
time, these residents will all be on a $3,300 a 
year basis. I think most of us would have 
been very happy to get a residency in our day for 
$3,300. But these boys are entitled to it. 


The deans’ committee recommends the names 
of these men to the manager and the manager 
appoints them locally. How are we going to 
train these residents? That is up to the medi- 
cal school. This system wag started in the 
Middle West at the University of Minnesota 
and the University of Illinois and North- 
western. 


The residents were installed about January 
1946. Until that time, there had never been a 
resident in a veterans’ hospital. There had 
never been any cooperation with the medical 
schools. The first residents were employed on 
January 3. Now, we have practically one thou- 
sand residents on duty, about 900 attending 
men and about 600 consultants in this country, 
all working in cooperation with the medical 
schools. 
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The medical service is being given and con- 
trolled by the medical schools. The medical 
schools are training the men. If the men are 
not able to pass their specialty boards, the reflec- 
tion is upon the medical school, not the Vet- 
erans Administration. So far our outstanding 
achievements have been at a few hospitals. 
The Chicago medical schools and the University 
of Minnesota came in first and they have 
had a better chance. Dr. Grays’* old school, 
the Medical College of Virginia, Richmond, has 
done an outstanding job. The interesting thing 
is that this system has proven to be one of the 
best things financially that has ever been done. 
The bed days per patient have been cut: Min- 
nesota from forty-two bed days per veteran 
patient to nineteen. In other words, they have 
increased the capacity of the hospitals more 
than 100 per cent without the addition of a 
single bed and without the outlay of a single 
nickel in money. 


The cost per patient has gone up per day 
from about $5.05 in 1939 to $7.75 in 1946 as 
of the same month. Part of that is due, of 
course, to the price of service and the increase 
in price of everything. Part of it is due to the 
increase in the number of medical men practic- 


ing in the hospitals, but with that the Gov- 
ernment is saving $173 per patient on patients 


in that hospital. For the first time the medical 
profession is able to prove that good medical 
service pays in dollars and cents. 


The attending men receive a fee of $25 per 
visit. They come every day. They receive up 
to $6,000 a year for part time. That is an 
advantage to them and to the medical school. 
We feel that it is a reasonable fee for a part- 
time job. It gives men freedom to have more 


than half of their time to work in their medical . 


schools and to build up a practice of their own. 
When they are through with that job, we hope 
to have enough residents trained so that the 
outstanding residents who have given good serv- 
ice may be appointed as attending men, and 
kept in the school faculty. 


*Dr. J. P. Gray, Secretary of the Section on Medical Education 
and Hospital Training, formerly Dean of the Medical College of 
Virginia, Richmond, and now Dean of the University of Okla- 
homa School of Medicine, Oklahoma City. 
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One of the great troubles, as I have seen 
medical education so far, is that we are not 
able to keep promising young men around the 
schools because we have had no money to pay 
them. If we can put outstanding young mep 
on a half-time job, and pay them something 
that will at least keep the wolf from the door, 
we build greater value for the physician, his 
patients and for the medical school. It makes 
a rather complete and pretty picture for the fy. 
ture of the teaching of medicine and the training 
of young men. The object, of course, is to 
give the veteran patient the best possible care 
and the veteran patient under this system 
has received better care than he has ever had 
before, and perhaps better than the majority of 
the population of the United States is get. 
ting today. 

These patients are all private patients of the 
Government. The Government pays the hos- 
pital bill and the Government pays the doctor’s 
bill. 

There is another arrangement for the care 
of patients outside these hospitals which does not 
come under my jurisdiction, in which the medi- 
cal societies of this country have set their own 
fees, depending upon what may seem reasonable 
in that particular locality. The fees in all cases 
that the medical societies have set have been 
reasonable in my opinion. 

This system was pointed out by the Presi- 
dent’s Committee on Medical Care as the ideal 
system for the care of patients for whom the 
Government is responsible. I believe that the 
medical schools and the physicians of this 
country have shown the way to practice medi- 
cine on a free competitive basis, give good serv- 
ice and allow the medical profession to prac- 
tice medicine instead of political pork barrels 
practicing medicine. 

I believe that we have shown the way to 
remove any hazard in the near future of having 
outsiders arrange our practice. The medical pro- 
fession set the standards. We probably shall 
have a good deal of criticism in the future, but 
this method will stand as something that is of 
service to everyone concerned. It is certainly 
good for the Veterans Administrations and the 
medical schools. 
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EDITORIAL DEPARTMENT 





ESTROGEN AND PHOSPHORUS 


The modern period of endocrinology began 
with the standardization of estrogen by Stockard 
and Papanicolaou in the early nineteen twenties. 
This and many subsequent developments on the 
same line are a debt which medicine owes in 
large part to Greece, the birth place of a great 
modern investigator, and to the United States 
which provided conditions under which work of 
Papanicolaou could continue without interrup- 
tion to its modern phase. His work with that of 
his associates has progressed to a point now 
where it bids fair to become the basis for the 
shaping of a great practical implement to medi- 
cine, a technic for early diagnosis of some of the 
hidden malignancies of mankind. 


Endocrinology and also gynecology today turn 
increasingly to chemistry for expansion, and to 
support evidence gleaned from morphologic 
studies. Interesting new chemical work is that of 
Atkinson and Elftman! of Columbia University, 
showing the distribution in the uterus of phos- 
phatase, an enzyme upon which phosphorus 
metabolism is directly dependent. 

If an ovariectomized mouse is given estrogen, 
there is a proportional increase of phosphatase in 
the uterine glands, luminal epithelium and in the 


—_— 


1. Atkinson, Wm. B.; and Elftman, Herbert: Mobilization of 
Alkaline Phosphatase in the Uterus of the Mouse by Estrogen. 
mology, 40:30 (Jan.) 1947. 
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circular layer of the myometrium. The enzyme 
activity reaches its peak and declines at approxi- 
mately the same rate as do the morphologic 
changes produced by estrogen. 

Metabolism of phosphorus and carbohydrate 
are intimately interwoven and function together 
to permit muscular activity. 


Changes in glycogen distribution during the 
estrual cycle are well known and believed to be 
altered in cancerous and “precancerous” con- 
ditions. Continued study of the chemistry of 
phosphorus changes, and correlation with gly- 
cogen changes, may throw further light upon 
the course and diagnosis of malignant disease. 





MEDICAL EDUCATION AND MEDICAL 
HISTORY 


“Culture is such an acquaintance with the 
past as is profitable in the present.” 


The JouRNAL runs its “Twenty-Five Years 
Ago” column for cultural purposes, surprising as 
that may seem, and at times also with a moral in 
view: to recall briefly the trends of a quarter 
of a century ago, within the adult memory of 
probably half the physicians now active, to sug- 
gest the rapidity of their change, and the harm 
which has often been caused by a much heralded 
method. 


Those who have practiced for this period can 
recall to mind their own feelings of confidence 
and anticipation as revolutionary and sometimes 
destructive methods received wide acclaim, then 
melted like the snows of yesteryear. Reviewing 
their course, unconsciously one classifies a group 
of tendencies which run through medical prac- 
tice. Poorly studied drugs and unphysiologic 
surgery may lead the way into blind alleys, 
spurred by the physician’s too great eagerness 
to act. Another ever repeated tendency is that 
a new treatment, either with a drug or the knife, 
which succeeds in one field is tried for every 
hitherto unyielding condition. Even the great 
explorer Harvey Cushing was not free from this 
tendency. 


Another lesson endlessly needing repetition is 
that modern surgery and drugs even today do 








harm when they outstrip biological knowledge. 
Physicians still sometimes exorcise devils to 
drive out pain. 





JANE TODD CRAWFORD STUDENT 
LOAN FUND IN GYNECOLOGY 


On Christmas day, 1809, a hundred and thirty- 
seven years ago, a backwoods physician in his 
home in Danville, Kentucky, successfully re- 
moved a large ovarian cyst without anesthesia 
or antisepsis, thus making his own name and 
that of his patient immortal. Ephraim McDowell 
thus paved the way for modern abdominal 
surgery and gynecology. Jane Todd Crawford, 
the patient, by her bravery has become a symbol 
of heroism. 


Very fittingly the Woman’s Auxiliary of the 
Southern Medical Association has established a 
loan fund for young Southern physicians wish- 
ing to pursue the study of gynecology. The re- 
quirements are simple: he or she must be not 
over 32, of good character, and showing evidence 
of being capable of absorbing adequate knowl- 
edge. 

The loan, of course, must be returned in small 
installments after completion of the study. 


This would seem to be a rare opportunity, for 
example, for a bright young resident finishing 
a service to strengthen the weak spots in his 
training, or to familiarize himself more fully in 
tissue pathology, the vaginal and cervical smear 
cytologic detection of fundal or cervical cancer, 
irradiation in cancer, the technics of the more 
radical panhysterectomies for cancer, endo- 
crinology, sterility diagnosis and treatment, or 
intensive review of the anatomy of the pelvis 
and perineum. 


Several branches of this Auxiliary in the past 
have offered medical loan scholarships for under- 
graduates in medicine. But this seems to be the 
first postgraduate scholarship under the Woman’s 
Auxiliary sponsorship. 


Teachers of gynecology should pass this in- 
formation on to their students. 


Inquiries may be addressed to Mrs. J. Ullman 
Reaves, 1862 Government Street, Mobile 18, 
Alabama. 
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TWENTY-FIVE YEARS AGO 
FroM JOURNALS OF 1922 


Joslin on Diabetes.1—Undernutrition, no matter what 
may be the exact form in which it is employed, wi] 
render the urine sugar-free. It is a pretty question for 
study to determine whether a diabetic will gain car. 
bohydrate tolerance best by means of a high carbo. 
hydrate, low fat ratio or with its reverse * * * The low 
protein proposed by Newburgh and Marsh has been 
most useful in a considerable number of cases. All agree 
that the protein in the diet of an adult diabetic should 
be within ‘the limits of 1.5 grams to 0.7 grams per kilo- 
gram body weight, and in general the lower rather 
than the higher quantities appear preferable. Recently 
a patient who was kept sugar-free with difficulty became 
sugar-free permanently when the protein was reduced 
to the lower limits * * * and the calories kept the same. 
* * * Not to the clinician are the anxious eyes of the 
parents of the little diabetic child turning today, but to 
the laboratory worker; to your Opie and Shaffer, to 
our Benedict and Cannon and Folin, and a host of 
others, chemists, physiologists and pathologists un- 
ostentatiously active * * * Are you and I doing what 
we can to encourage these men who seldom have the 
gratitude of patients to reward their endeavor? 


Islet Extract from Toronto2—I understand that Dr, 
MacLeod, a physiologist in Toronto, has been able to 
prepare an extract from the islands of Langerhans of 
the pancreas that splits the carbohydrate molecule. * * * 
Possibly we may later with this substance do for dia- 
betes mellitus something similar to what we can do with 
thyroxin for myxedema, and to what we can do with 
pituitrin for diabetes insipidus. 


Surgical Treatment of Meningitis 3—Attention is lat- 
terly being directed to the possibility of treating suppur- 
ative meningitis by operative methods * * * the very 
important work of certain American investigators es- 
pecially that of Weed, when he was in Harvey Cushing’s 
service and later at Baltimore, together with that of 
Wegeforth, Dandy, and others have furnished much 
needed information. When there is a declared and 
definite sowing of the cerebrospinal fluid with organisms 
* * * Eagleton thinks that radical measures might be 
employed to combat the usual fatal termination * * * 
He advises subarachnoid irrigation. He bores two or 
more holes in the frontal region, opens the dura, and 
inserts a cannula beneath the arachnoid. Fluid is run 
in and an outlet is provided by puncture of the occipito- 
atlantal membrane * * * All antiseptics when actually 
irrigated through the subarachnoid space appear to be 
Highly toxic * * * Eagleton thinks * * * that sub- 
arachnoid irrigation might well be tried early in these 
cases and blood infection prevented. * * * Reference 
may be made to E. D. D. Davis’ otitic meningitis. 





1. Joslin, Elliott P.: A Discussion of the Newer Methods fa 
the Treatment of Diabetes. Sou. Med. Jour., 15:93 (Feb.) 1922. 


2. Barker, Liewellys F.: Discussion of 1, Ibid. p. 102. 
3. Editorial. Operative Treatment of Meningitis. Brit. Med. J. 
p. 363 (Mar. 4) 1922. 
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Davis recommends labyrinthotomy or drainage of the 
posterior fossa through the internal auditory meatus. 


Hospitals and Medical Education.A—The purpose of 
conducting a hospital large enough for a teaching hos- 
pital is to care for the sick; its secondary functions are 
teaching and research * * * its cost should properly be 
borne by the community which it serves. ; 

* * * We should aim to bring students to the 
medical school at the average age of twenty, and com- 
plete the medical course including the intern year at 
the average age of twenty-five * * * the present 
average age at completion of the intern year is twenty- 
seven * * * the purposeless four-year college course is 
an anomaly and a menace to national efficiency * * * 
its place should be taken by a specific preliminary two- 
year course, preparation for the professional schools, 
medicine, law, engineering, teaching, and so on. 


Hospital Growth.5—There is an increasing shortage 
of physicians in the smaller towns * * * the number 
of physicians entering the specialties has been rapidly 
increasing * * * the number of hospitals has been 
tremendously increased. In 1913 there were approxi- 
mately 2,500 general hospitals having more than 25 
beds * * * the total capacity being approximately 
200,000 beds. In 1920 the number of general hospitals 
increased to 4,012 having a total bed capacity of 
307,358. * * * three factors have greatly increased the 
demand for interns * * * improved qualifications, 
rapidly increasing number of hospitals * * * improve- 
ments * * * from campaigns to improve hospital 
service. 


Chiropraxis During the Flu Epidemic.6—The standard 
advertisement [of the chiropractors] runs: The follow- 
ing statistics of the 1918 flu epidemic are respectfully 
submitted. One of every sixteen patients died under 
medical treatment. One of every 127 patients died under 
osteopathic treatment. One of every 513 patients died 
under Christian Science treatment. One of every 886 
patients died under chiropractic adjustments. 


Advertisements, Books.7—Diagnostics of Internal Med- 
icine, by Glentworth R. Butler, Fourth Edition, Apple- 
ton. Anspach, A New Gynecology, Shears-Williams, A 
Different Obstetrics. White-Martin, A Standard G.U. 
Roberts-Kelly, Fractures. Emerson, Clinical Diagnosis. 
Karsner, Principles of Immunology. {Medical Inter- 
preter Company, Southern Branch, Atlanta, Ga. The 
Interpreter is the live chronicler of modern international 
achievements in medicine and surgery, and given to the 
fraternity as a quarterly resume of the new attitudes 
and theories, their accomplishments and results. {In- 
ternational Medical and Surgical Survey collects and 

4, : i i 
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5S. J.A.M.A., 78:736 (March) 1922. 


6. Editorial. Figures Never Lie but Figurers Do. 
78:733 (March) 1922. - , 


1. Sou. Med. J., 15:1-6, 1922. 
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reads the medical periodicals of the world, abstracts all 
original articles, classifies and indexes them, publishes 
in English, mails each month to subscribing members 
the information gleaned from these original sources. 
(Scurvy, Past and Present, by Alfred F. Hess. 


Advertisements, Drugs 8—Thyroxin, antipneumococcus 
serum type I, diphtheria antitoxin, leucocyte extract, 
thromboplastin. {Atophan, still further improved for 
your cases of rheumatism, gout, neuralgia, neuritis, 
sciatica, lumbago and retention headaches. [Why 
chinosol is the best antiseptic. {[Silver-salvarsan requires 
no alkalinization and its ease of administration com- 
mends it to many practitioners. More than two million 
injections of silver-salvarsan have been given in the 
United States and abroad. 





8. Ibid., p. 7-14. 





Book Reviews 





Operative Gynecology by Richard W. TeLinde, M.D., 
Professor of Gynecology and Chief Gynecologist, 
Johns Hopkins Hospital. 309 illustrations in black 
and white, and 15 in full color on 9 plates; 751 pages, 
Philadelphia: J. B. Lippincott Co., 1946. 

The third professor of gynecology since Johns Hopkins 
University was founded enjoyed the stimulating tutelage 
of Howard A. Kelly, Thomas S. Cullen, Guy L. Hunner 
and Edward H. Richardson. 

The title of the volume, “Operative Gynecology,” is 
correct, and yet inseparably woven into it are abundant 
points in diagnosis, indications for operation, pathology, 
and pre- and postoperative advice. A half dozen medi- 
cal artists are responsible for the illustrations which are 
generously employed. 


Numerous useful points of operative technic are in- 
jected, many of which are not found in similar texts. 
For example, in no other volume on operative gyne- 
cology can be found details and cuts of Leo Brady’s 
repair of the prolapsed vagina, or Grant Ward’s or 
Norman Miller’s method for handling the same too 
common aftermath of a hysterectomy that disregarded 
the uterine and vaginal prolapse, 


Likewise included is an illustrated account of the 
Spalding-Richardson operation for uterine prolapse, 
which though never too popular has a definite place in 
plastic gynecology. 

The chapters on “Urethrocele, Cystocele and Stress 


Incontinence of Urine” and “Abortions” deserve especial 
mention. 


TeLinde’s broad knowledge of gynecologic urology is 
apparent from his frequent employment of it in dis- 
cussions of differential diagnosis. If his advice were 
more generally followed, there would be fewer so-called 
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exploratory pelvic laparotomies; and ablation gynecology 
would yield further ground to diagnostic gynecology. 

This very readable and delightfully well written one- 
volume “Operative Gynecology” is easily the outstand- 
ing present day work on the subject. 


Modern Drug Encyclopedia and Therapeutic Index. Edited 
by Alexander B. Gutman, Ph.D., M.D., F.A.C.P.; 
Assistant Professor of Medicine, College of Physicians 
and Surgeons, Columbia University, New York. Third 
Edition. 1157 pages. New York: The Yorke Pub- 
lishing Company, Inc., 1946. Price $10.00, postpaid. 
Gutman sums up the subject matter very well in his 

foreword as follows: “The author has attempted to 
describe accurately, objectively and concisely the num- 
erous and varied preparations offered for the treatment 
of disease. Unreasonable claims have been omitted and, 
wherever possible, descriptions have been checked by 
consultation of standard sources.” 


These drugs are not necessarily official U.S.P. prod- 
ucts, and usually are not; but they are the thousand 
and one preparations that the pharmaceutical houses 
are producing in increasing number. It is impossible to 
keep up with all of them or to know their composition, 
chemical structure, action or manufacturer. Gutman 
supplies these data. 


Patients are constantly consulting physicians and are 
taking new drugs supplied by previous physicians. It is 
necessary to know the content of such prescriptions, 

No reference book in the reviewer’s office is more 
often used than Gutman’s unless it be the several dic- 
tionaries and directories. 


Curare—Intocostrin. Abstracts or extensive excerpts 
from more than 120 articles in recent medical litera- 
ture pertaining to history, pharmacology and chemis- 
try of curare. Reports of 148 investigators and 
clinicians. 292 pages. New York: E. R. Squibb and 
Sons, 1946. 


This compact volume compiles a complete set of 
reprints on the various phases of the drug, curare. It 
is practically a complete bibliography on the subject. 
The history, pharmacology and chemistry are reviewed 
from various scientific papers covering a period from 
the time the drug was used in the laboratory alone to the 
present, when it has many therapeutic applications. 


The practical use of curare, or intocostrin, the puri- 
fied and assayed form, is very thoroughly covered by 
means of a series of reports from various sources. Its 
present use is to increase relaxation during inhalation 
anesthesia (or intravenous or spinal anesthesia), to re- 
lieve convulsive manifestations in shock treatment and 
tetanus, and to reduce spasticity and rigidity. 

This pamphlet is of especial interest to the neurologist 
and the anesthesiologist. 
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Southern Medical News 


ALABAMA 


The Medical Association of the State of Alabama will hold 
its next annual meeting in Birmingham, April 15-17. 

American College of Physicians held its first regional meeting 
in Birmingham, + 7. Dr. E. Dice Lineberry, Birmingham, 
is Governor of the College for Alabama. 

Alabama Association of Obstetricians and Gynecologists held its 
annual meeting in collaboration with the Jefferson County Medi- 
cal Society in Birmingham, February 20, under the presidency of 
Dr. Gilbert F. Douglas, Birmingham. 

Dr. D. O. Wright, Birmingham, has been appointed Medical 
Director of the American Cast Iron Pipe Company. 

Dr. Frank C. Wilson, Birmingham, was elected one of the 
Vice-Presidents of the Southern Surgical Association at its fifty- 
eighth annual session held in Hot Springs, Virginia. 

Dr. Howard Lamar Holley, Marion, and Mrs. Martha H. Gross, 
Birmingham, were married recently. 


DEATHS 

Dr. Mercer Stillwell Davie, Dothan, aged 73, died January 20, 

Dr. Norman Gilchrist James, Hayneville, aged 72, died recently 
of Hodgkin’s disease. 

Dr. Frederick Knox Reynolds, Birmingham, aged 75, died 
recently. 

Dr. Cecil Sentell Yarbrough, Auburn, aged 68, died recently 
of heart disease. 

ARKANSAS 


Arkansas Medical Society will hold its next annual meeting in 
Little Rock, April 17-19. 

Benton County Medical Society has elected Dr. C. S. Wilson, 
Siloam Springs, President; Dr. Neil Compton, Bentonville, Vice- 
President; and Dr. G. C. DeBolt, Rogers, Secretary-Treasurer. 

Bradley County Medical Society has elected Dr. Rufus Martin, 
President; Dr. Merl T. Crow, Vice-President; and Dr. W. J. Hunt, 
Secretary-Treasurer, all of Warren. 

Craighead-Poinsett County Medical Society has elected Dr. 
E. R. Barrett, Jonesboro, President; Dr. Paul T. Stroud, Jones- 
boro, Vice-President; and Dr. J. H. McCurry, Cash, Secretary- 
Treasurer. 

Garland County Medical Society has elected Dr. Euclid M. 
Smith, President; Dr. H. K. Wright, Vice-President; and Dr. 
W. A. Goodrum, Secretary-Treasurer, all of Hot Springs. 

Pulaski County Medical Society has elected Dr. Ralph E. 
McLochlin, President; Dr. Henry G. Hollenberg, Vice-President; 
Dr. E. J. Easley, Secretary; and Dr. R. M. Blakely, Treasurer, 
all of Little Rock. 

Sebastian County Medical Society has elected Dr. Carl L. 
Wilson, President; Dr. Ralph E. Crigler, Vice-President; Dr. 
J. K. Thompson, Secretary; and Dr. A. S. Koenig, Treasurer, 
all of Fort Smith. 

Washington County Medical Society has elected Dr. Fount 
Richardson, Fayetteville, President; Dr. R. W. Miller, Fayette- 
ville, Vice-President; and Dr. J. W. Dorman, Secretary-Treasurer. 

Dr. A. C. Kolb, Little Rock, has been doing special work in 
mental hygiene at Washington and New York. 

Dr. P. W. Lutterloh, Jonesboro, has been elected a Director 
of the Chamber of Commerce. 

Dr. J. B. Jameson, Camden, has been reelected a Trustee of 
Ouachita College. 

Dr. Byron Z. Binns, Lake Village, has been appointed part- 
time Venereal Disease Clinician in Chicot County. 

Dr. Lawrence Drewery has been appointed part-time Venereal 
Disease Clinician at Gurdon. P 

Dr. J. W. Kennedy, Prescott, has been appointed part-time 
Venereal Disease Clinician, Arkansas State Board of Health, for 
Nevada County. ; 

De. W. L. Shipley, Fort Smith, has been appointed part-time 
Obstetric Clinician, Arkansas State Board of Health, for Se- 
bastian County. 

Dr. T. K. Mahan, Blytheville, has moved to Denver, Colorado, 
where he will be associated with Dr. Paul R. Weeks in radiology. 

Arkansas State Radiological Society at a recent meeting elected 
Dr. D. A. Rhinehart, Little Rock, President; and Dr. Fred 
Hames, Pine Bluff, Secretary-Treasurer. 


Continued on page 62 
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of G-E Model R-39 
X-Ray Units 
Now in Service! 


If you can picture in your mind’s eye a two-mile 
column of R-39 Units, placed end to end, you'll 
have a good idea of the"popularity of this particular 
model, and the vast amount of diagnostic service 
it is rendering daily in the offices of specialists, and 
in clinics and hospitals everywhere. 


Why the R-39’s great popularity? 


> 


4 . 


It is an all-round diagnostic unit, yet 1s so 
compactly designed that it can be accommo- 
dated in a small floor space. 


. Has ample power (100 ma. and 85 kvp) for 


general radiographic and fluoroscopic diag- 
nosis. 


. Its unusual flexibility facilitates positioning 


of the patient vertically, angularly, or hori- 
zontally. 


Its double-focus genuine Coolidge tube serves 
both over and under the table. 


. The simple-to-operate, refined control system 


assures a consistently fine quality of work. 


You, too, may find the Model R-39 ideally adapt- 
able to your particular needs. Why not investigate, 
by writing today for complete information. Address 
Dept. 2616, General Electric X-Ray Corporation, 
175 W. Jackson Blvd., Chicago 4, Ill. 
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Continued from page 280 


Dr. Robert W. Boyle, Little Rock, recently released from 
military service, is at Mayo Clinic on a Baruch fellowship for a 
two-year period. 

Dr. S. C. Fulmer and Miss Pauline Weaver, both of Little 
Rock, were married recently. 


DeaTHS 


Dr. John Roland Lynn, Hazen, died recently. 
Dr. Alfred Arthur Womack, Little Rock, aged 65, died recently. 





DISTRICT OF COLUMBIA 


Dr. J. Ross Veal, Washington, was elected Secretary of the 
Society for Vascular Surgery which was formed when a small 
group met recently at Cleveland, Ohio. 

Dr. Harry H. Kerr, Chief Surgeon of Garfield Hospital, Wash- 
ington, has been elected President of the newly incorporated 
District Division of the American Cancer Society. 

Dr. Jefferson D. Kernodle, Washington, formerly of Wichita 
Falls, Texas, succeeds Dr. Thomas M. Peery as Pathologist, 
Alexandria Hospital, Alexandria, Virginia. Dr. Peery resigned 
to become Director of Laboratories at the new George Washington 
University Hospital. 

Dr. G. Roland Gable, Washington, replaces Dr. George Cres- 
well as Physician-in-Charge of the District Health Department’s 
Venereal Disease Clinic at Southwest Health Center. 

Dr. John R. Cavanaugh, Washington, was recently elected to 
membership in the American Society for Research in Psychoso- 
matic Problems. 


DeaTus 
Dr. William Alonzo Tolson, Washington, aged 62, died re- 
cently of carcinoma of the stomach. 


Dr. Carden Frederick Warner, Washington, aged 44, died re- 
cently. 





FLORIDA 


Duval County Medical Society has installed Dr. L. S. Laffitte, 
President; and has elected Dr. John A. Beals, President-Elect; 
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Dr. R. R. Killinger, Vice-President; Dr. C. C. Mendoza, Seem. 
tary; and Dr. T. H. Lipscomb, Treasurer, all of Jacksonville, 

Escambia County Medical Society has elected Dr. S. G, Keg. 
nedy, President; Dr. A. L. Stebbins, Vice-President; and Dp. 
N. S. Rubin, Secretary-Treasurer, all of Pensacola. 

Hillsboro County Medical Society has elected Dr. Edward F 
Shaver, Tampa, President; Dr. William C. Meriwether, Vics. 
President; and Dr. H. G. Cole, Tampa, Secretary-Treasurer, 

Orange County Medical Society has installed Dr. W. G. 
Orlando, President; and hzs elected Dr. W. A. Weed, 
President-Elect; Dr. R. G. Wood, St. Cloud, Vice-President; 
Dr. J. G. Economon, Orlando, Secretary; and Dr. Dorothy D, 
Brame, Orlando, Treasurer. 

Palm Beach County Medical Society has elected Dr. C, 
Derrick, President; Dr. William Bippus, Vice-President; Dr, 
tor Charholm, Secretary; and Dr. Fred K. Herpel, Treasurer, aij 
of West Palm Beach. 

St. Johns’ County Medical Society has elected Dr. G. W. Pot 
ter, President; Dr. Reddin Britt, Vice-President; Dr. S. Raymond 
Cafaro, Secretary; and Dr. A. C. Walkup, Treasurer, all of St 
Augustine. 

Sarasota County Medical Society has elected Dr. Reeves Wi. 
son, President; and Dr. Henry J. Vomacka, Secretary, 

Seminole County Medical Society has elected Dr. Harry Z 
Silsby, New Smyrna Beach, President; and Dr. Frank L. Quill. 
man, Apalachicola, Secretary-Treasurer. 

Volusia County Medical Society has elected Dr. W. L, 
Jennings, President; Dr. Chas. Tribble, Vice-President; and Dr, 
R. L. Miller, Secretary-Treasurer, all of Daytona Beach. 


DeEaTHS 


Dr. Chas. A. O’Quirin, Perry, aged 75, died recently. 

Dr. Raymond Sanderson, Jacksonville, aged 63, died recently. 
Dr. Michael Smith, West Palm Beach, aged 38, died recently, 
Dr. James H. Hartman, Jacksonville, aged 66, died recently. 
Dr. James H. Randolph, Jacksonville, aged 70, died recently. 





GEORGIA 


Dr. Morris Fulton has joined the medical staff of the Milledge 
ville State Hospital, Milledgeville. 


Continued on page 64 





THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 








For the General Surgeon 


A combined surgical course comprising general sur- 
gery, traumatic surgery, abdominal surgery, gastro- 
enterology, proctology, gynecological surgery, uro- 
logical surgery. Attendance at lectures, witnessing 
operations, examination of patients preoperatively 
and postoperatively and follow-up in the wards 
postoperatively. Pathology, roentgenology, physical 
therapy. Cadaver demonstrations in surgical anatomy, 
thoracic surgery, regional anesthesia. Operative sur- 
gery and operative gynecology on the cadaver. 





Obstetrics and Gynecology 


A full time course. In Obstetrics: Lectures; pre- 
natal clinics; witnessing normal and operative deliv- 
eries; operative obstetrics (manikin). In Gynecol- 
ogy: Lectures; touch clinics; witnessing operations; 
examination of patients preoperatively; follow-up in 
wards postoperatively. Obstetrical and Gynecolog- 
ical pathology; regional anesthesia (cadaver). At 
tendance at conferences in Obstetrics and Gynecol- 
ogy. Operative Gynecology on the Cadavar. 











FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK 19, N.Y. 
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EASTMAN BLUE BRAND "X-RAY FILM 
--- Climax to Years of Kodak Research 


INCE that day in 1895 when Réntgen discovered that “strange 
S ... invisible light,” radiography has gone far. One of the 
reasons for this progress has been Kodak’s years of research— 
broad . . . penetrating. Fitting climax today to this work and 
study is found in Eastman Blue Brand X-ray Film. . . the 
double-coated film that provides the majority of radiologists 
with radiographs of full diagnostic value. 

And so it is with any Kodak product you buy—camera.. . 
film... paper... chemical. If it is made by Kodak, it is of the 
highest quality . . . its performance is backed by years of research. 
Eastman Kodak Company, Medical Division, Rochester 4, N. Y. 


Serving Medical Progress through Photography and Radiography 


Major Kodak Products for 
the Medical Profession 


X-ray films; x-ray intensifying screens; 
x-ray processing chemicals; cardio- 
graphic film and paper; cameras— 
still and motion picture; projectors— 
still and motion picture; photographic 
films—color and black-and-white 


(including infrared); photographic 








papers; photographic process- 
ing chemicals; synthetic 
organic chemicals; 


Recordaks. 
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M. BURNEICE LARSON, DIRECTOR 


IF YOU need a surgeon, internist, ophthalmologist, 
or a pathologist; if you need a medical director, 
administrator, or physician skilled in industrial 
hygiene or preventive medicine—just write it in a 
letter to us—we'll help you find him. 


A good physician, a good surgeon, is ‘* only kind 
of medical man who can register w us. Only 
those with fine intent and purpose, or those who 
are thoughtful and competent, with common sense, 
are ever listed. 9 


In all ways possible we try to safeguard the in- 
terests of our successful candidates, to safeguard 
the interests of those men, clinics and institutions 
who ask us to find men for them. 


As a natural, certain result, you, when you need 
a physician or surgeon, can depend upon us to 
submit to you the credentials of only those in 
whom we have implicit confidence. 


When you need a surgeon, an assistant, an associate, 
or a Diplomate of any Board, just put your needs 
im a letter to us. We'll help you find him. 


THE MEDICAL BUREAU 
32nd Floor 
Palmolive Building Chicago 11, Illinois 
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Dr. Everett L. Bishop, Atlanta, was recently elected a mem 
ber of the board of governors of the College of Americas 
Pathologists. 

Dr. William Howard Benson. Marietta, recently released from 
military service, has opened offices in Marietta for the practice 
of internal medicine. 

Dr. J. B. Crawford, formerly of Colquitt, has opened offices 
in Barnesville for the practice of medicine. 

Dr. Leonard Lesser has resigned his position as Director, State 
Center for Venereal Diseases at Alto and after taking a refresher 
course at Tulane University, New Orleans, Louisiana, Duke 
versity, Durham, North Carolina, and the University of Chicago, 
will open an office in Atlanta. 

Dr. Henry M. Lee and Dr. J. F. Johnson, Hamilton, announg 
their association for the practice of medicine. 

Dr. Eugene Stead, formerly Dean, Emory University Schog 
of Medicine, has become a member of the faculty of Duke Ugi. 
versity School of Medicine, Durham, North Carolina. 

Dr. J. M. Wilson, Columbus, has been named head of the 
permanent staff of the Nazarene Hospital, Columbus. 

Dr. J. C. Blalock, Atlanta, for seventeen years physician to the 
Fulton County coroner, has resigned to devote his full time t 
— practice of surgery and medicine. 

‘ulton County Medical Society has installed Dr. Richard 
Weed, President; and has elected Dr. Walter W. Daniel, m1 
dent-Elect: ‘Dr. Fred F. Rudder, Vice-President; Dr. M 
Johnson, Secretary-Treasurer; and Dr. Hal M. Davison, Board of 
Trustees, all of Atlanta. 

Muscogee County Medical Society has elected Dr. Arthur N 
Berry, President; Dr. F. D. Edwards, Vice-President; and Dr. 
Clarence Butler, Secretary-Treasurer, all of Columbus. ‘ 

Strickland Memorial Hospital, Griffin, has elected to its 
staff Dr. Thomas J. Floyd, President; Dr. F. H. Wilson, Vice 
President; and Dr. Anne Stuckey, Secretary. Members of Execu- 
tive Committee are Dr. Thomas J. Floyd, Dr. H. J. Copeland, 
Dr. K. S. Hunt, Dr. George L. Walker and Dr. Anne Stuckey. 

Dr. J. R. Lewis, Canton, is studying plastic surgery at Straith 
Clinic, Detroit, Michigan, for two years after which time he will 
return to Georgia to practice this specialty. 

_Dr. James W. Polk, a native of Troy, Tennessee, announces 
his association with Dr. H. B. Jenkins and Dr. Harry 


for the practice of medicine and surgery at Donaldsonville Hoe 


pital, Donaldsonville. 
DEaTHS 


Dr. Dennis J. Borders, Red Bud, aged 74, died recently. 

Dr. Carl Clifton Garver, Atlanta, aged 43, was drowned re 
cently when he fell from his private boat en route from Parris 
Island, South Carolina, to Jacksonville, Florida. 

a Alfonso John Mooney, Sr., Statesboro, aged 71, died re 
cently, 


Dr. Frederick M. Mullino, Montezuma, aged 79, died recently. 





KENTUCKY 

Dr. E. V. Jones, Jr., Louisville, is Director of clinic survey of 
medical and nursing work in clinics of Louisville-Jefferson County 
Board of Health. 

_Dr. R. B. Fulks, Louisville, is a Field Director in the Di- 
vision of County Health Work, State Department of Health. 

Dr, Paul Q. Peterson, Louisville, is a Field Director in the 
Division of County Health Work, State Department of Health. 

Dr. Clarence E. Quaife, Jr., Louisville, is associated in the 
practice of medicine with the D. G. Miller Clinic, Morgantows. 

Dr. Irvin Abell, Clinical Professor of Surgery, University of 
Louisville School of Medicine. Louisville, was inaugurated Presi- 
dent, American College of Surgeons at its recent meeting in 
Cleveland, Ohio. 

Dr. _Milus L. Gunn, Harlan, is in India doing specialized 
study in the Church Missionary Society of England Hospital, 
Sikapur, India, located near the Iranian border. 

Eight scholarships of $2,000 each have been established for 
the $100,000 Medical Scholarship Fund for medical students 
who agree to practice in rural districts of Kentucky after gradu- 
Ation. 

DEATHS 


Dr. Arthur Garfield Cosby, Fountain Run, aged 68, died re 
cently of a heart attack. 

Dr. Robert Elisha Downing, Lexington, aged 41, died recently 
of coronary occlusion. : 

Dr. Charles Darwin Enfield, Louisville, aged 59, died 1 
cently. 

Dr. Joseph Hubert Horton, Burnside, aged 45, died recently 
of coronary thrombosis. 

Dr. Louis Weber, Louisville, aged 71, died recently. 


Continued on page 66 
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highest skills 


require the best of tools’ 


As A TRULY FINE VIOLIN com- Your dealer has a complete stock. 


plements the skill of a great artist... Patterson Screen Division of E. I. du 


so, too, in radiography, the finest of Pont de 


Nemours & Co. (Inc.), 


equipment enhances the work of the Towanda, Pennsylvania. 


roentgenologist. 

That is why most of the world’s 
roentgenologists rely on Patterson 
Intensifying Screens. That is why 
Patterson has been the standard of 


screen quality for more than 30 years. 


BETTER THINGS FOR BETTER LIVING 
... THROUGH CHEMISTRY 
(Listen to “Cavalcade of America” 


Monday Evenings, NBC) 


Patterson Sc 
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POOR CIRCULATION 


When the blood circulation in the 
extremities is poor, and in cases of 


claudication, leg ulcers and other 
symptoms of peripheral vascular dis- 
ease, relief is frequently obtained by 
intermittent rhythmic constriction as 
provided by the— 


BURDICK 
RHYTHMIC CONSTRICTOR 


Experiments demonstrate that when 
sub-diastolic pressure is applied in- 
termittently to the proximal portion 
of an extremity, there is a filling and 
stretching of the capillary bed. With 
the Rhythmic Constrictor intermittent 
venous occlusion is produced auto- 
matically at such pressure and time 
periods as may be indicated. In many 
localities the Burdick RC-2 Rhythmic 
Constrictor is available on prescrip- 
tion for patient’s use at home at a 
moderate rental rate. 








“«BURDICK CORPORATION 


MILTON WISCONSIN 





Please send me information concerning 
the Burdick Rhythmic Constrictor as 
checked below: 


_....Description, clinical data and method 





of use. 

_...Details of Physician’s Prescription 
Rental Service Plan and dealer’s 
name. 
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LOUISIANA 


DePaul Sanitarium, New Orleans, has elected to its staff Dp 
H. Randolph Unsworth, President; Dr. Lucy Scott Hill, Vig. 
President; and Dr. Louis J. Dubos, Secretary-Treasurer. 

Hotel Dieu, New Orleans, recently installed Dr. Edmond 
Souchon, President; Dr. O. C. Cassegrain, Vice-President; and 
Dr. J. O. Weilbaecher, Jr., Secretary-Treasurer. 

Mercy Hospital, New Or'eans, has elected to its staff Dr. 
George Battalora, President; Dr. F. F. Boyce, Vice-President; Dr 
Louis Monte, Secretary; and Dr. Edmond Mickal, Treasurer. 

Charity Hospital, New Orleans, at a recent meeting of the 
Medical Advisory Committee, elected Dr. Edwin, L. Zander, Presi. 
dent; Dr. E. Garland Walls, Vice-President; and Dr. N. Polmer 
Secretary; and Dr. Edgar Hull, Dr. John Oakley, Dr. N. J 
Tessitore and Dr. Julius Lane Wilson, members of the Com- 
mittee. 

Dr. F. L. Jaubert, New Orleans, has been reelected President 
Louisiana Society for Crippled Children. q 

Dr. W. D. Beacham, New Orleans, was awarded the 1943 
medical records prize at the American College of Surgeons meet- 
ing held recently. 

Bi-Parish Medical Society has elected Dr. Paul Jackson, Presi- 
dent; Dr. L. S. Nolan, Vice-President; and Dr. E. M. Toler 
Secretary-Treasurer. : 

Webster Parish Medical Society has elected Dr. B. L. Cook 
President; Dr. William R. Garrett, Vice-President; and Dr. 
E. S. Rogers, Secretary-Treasurer. : 

Medical Toastmesters, New Orleans, at a_ recent meeting 
elected Dr. J. A. Colclough, President; Dr. Chas. L. Cox, Vice- 
President; and Dr. L. J. McNeil, Secretary-Treasurer. 


DEATHS 


Dr. James Alexander Gaharan, Olla, aged 71, died recently. 
Dr. Charles Edwin Verdier, New Orleans, aged 63, died re 
cently. 





MARYLAND 


Medical and Chirurgical Faculty of Maryland will hold its 
next annual meeting at the Sheraton Belvedere Hotel, Baltimore, 
April 22 and 23. 

Baltimore City Medical Society has elected Dr. C. Reid Ed- 
wards, President; Dr. Edward A. Park, Vice-President; Dr. 
Lewis R. Gundry, Secretary; and Dr. J. Albert Chatard, Treas- 
urer. 

Caroline County Medical Society has elected Dr. W. E. 
Lennon, Federalsburg, President; Dr. W. B. Johnson, Denton, 
Vice-President; and Dr. George S. White, Ridgely, Secretary- 
Treasurer. 


DeaTus 
Dr. John Staige Davis, Baltimore, aged 74, died secently. 


Dr. Frank Bryant West, Lothian, aged 48, died recently of 
injuries received in an automobile accident. 





MISSISSIPPI 
Dr. Frank M. Acree, Greenville, was elected President-Elect 
of the Mid-South Post Graduate Assembly at its recent annual 
meeting held in Memphis, Tennessee, and Dr. A. C. Parker, 
Gulfport, was elected Vice-President from Mississippi. 


DeaTHS 


Dr. John Dennis Carr, Whitfield, aged 74, died recently of 
coronary thrombosis 

Dr. David Z. Coats, Magee, aged 30, died recently. 

Dr. G. Y. Gillespie, Sr., Greenwood, aged 91, died recently. 

Dr George Wilson Montgomery, Louin, aged 69, died recently 
of cerebral hemorrhage. 

Dr. Lawrence Hort Prince, Kiln, aged 87, died recently. 





MISSOURI 


Clay County Medical Society has elected Dr. M. O. Langhus, 
North Kansas City, President; Dr. David Musgrave, Excelsior 
Springs, Vice-President; and Dr. S. R. McCracken, Excelsior 
Springs, Secretary and Treasurer. 

Randolph-Monroe-Chariton County Medical Society has elected 
Dr. Avery P. Rowlette, Moberly, President; Dr. D. E. Eggles 
ton, Macon, Vice-President; and Dr. F. A. Barnett, Paris, Sec 
retary-Treasurer. 


Continued on page 68 


















SOUTHERN MEDICAL JOURNAL 67 


















r. 

d 

d 

r. 

r. 

PURITAN | 

; WALL- 

t, on 

: OUTLET 

. 

: OXIFIER ~ | 

‘ | 

. % Humidifier 

: % Simplifies Flow 

Control 2 

. * No Regulator 4 

Necessary : | 

" i 

i. More and more hospitals 

. throughout the country are 

being equipped with a central 

~ supply system from which the 

- gas is delivered at a reduced 

pressure to the various rooms. 
PURITAN has developed, for this purpose, 

f the Wall-Outlet Oxifier which incorporates a 
tube-type flowmeter, with precision needle valve 
adjustment, audible warning signal, standard 
quart humidifier jar, single and double cath- 

; eter connections, two catheters, tubing, wrench 


— with a provision for wall outlet attachment. 
t 


«J See Your Puritan Dealer or write our nearest office for more information 


3 PURITAN COMPRESSED GAS CORPORATION 


‘ BALTIMORE ATLANTA BOSTON . rat Veto) CINCINNATI DALLAS 
DETROIT NEW YORK ST. LOUIS ST. PAUL KANSAS CITY 


Puritan Dealers in Principa! Cities 


“Puritan Maid" Anesthetic, Resuscitating and Therapeutic Gases and Gas Therapy Equipment 
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St. Louis County Medical Society has elected Dr. Richard A. 
Sutter, President; Dr. E. B. Waters, Vice-President; and Dr. 
Martyn Schattyn, Secretary. 

Ste. Genevieve County Medical Society has elected Dr. G. 2 
Clapsaddie, President; Dr. R. C. Lanning, Vice-President; and 
Dr. R. W. Lanning, Secretary-Treasurer, all of Ste. Genevieve. 

St. Mary’s Hospital, Jefferson City, has elected Dr. J. A. 
Ossman, Chief of Staff; Dr. R. P. Dorris, Vice-President; and 
Dr. E. R. Bohrer, Secretary and Treasurer. 

Dr. John Joseph Coffey, Clayton, and Miss Roberta Jean 
Treece, Kirkwood, were married recently. 

Dr. Charles F. Sherwin, St. Louis, and Miss Myra Murrell, 
Lonedell, were married recently. 


Deatus 
Dr. Charles P. Bartley, Excelsior Springs, aged 79, died re- 
cently. 
Dr. Frank W. Foster, Hannibal, aged 74, died recently. 


Dr. Albert Alexander Gebhardt, St. Louis, aged 73, died re- 
cently. 

Dr. George William Walker, Cape Girardeau, aged 70, died re- 
cently of myocarditis. 





NORTH CAROLINA 


Alamance-Caswell Counties Medical Society has elected Dr. 
W. E. Cook, Mebane, President; Dr. George W. Lawson, Graham, 
Vice-President; and Dr. A. W. Simmons, Burlington, Secretary- 
Treasurer. 

Dr. D. H. Bridger, Bladenboro, was elected First Vice-President 
of the Seaboard Medical Association at its fifty-first annual 
meeting held in Kinston recently. 

Dr, Raymond S. Crispell, formerly at Duke University, Dur- 
ham, has assumed the post of Director of the Division of Neuro- 
psychiatry for Branch 5, Veterans Administration, with head- 
quarters in Atlanta, Georgia. He will also be connected with 
the Emory University School of Medicine and the Georgia School 
of Technology. 
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Bowman Gray School of Medicine of Wake Forest College 
Winston-Salem, was awarded $900,000 of the $1,700,000 endow. 
ment fund established January 2 by Mr. James A. Gray of 
Winston-Salem. The income of the endowment fund will go to 
eleven North Carolina colleges. 

r. John McLain has opened an office in Wilson for 
the practice of general medicine and diseases of the chest. 

Broadozks Sanatorium, Morganton, has announced the associ. 
ation of Dr. James Taylor Vernon, recently released from milj- 
tary service. 

Dr. James G. Whildin has been appointed to the staff of 
Duke University School of Medicine, Durham, as Associate in 
Radiology after being released from military service. 

Dr. Jack H. Neese, Charlotte, and Miss Jacquelyn Reflogal 
Clearwater, Florida, were married recently. ; 


DeatTHs 


Dr. Paul Pressly McCain, Sanatorium, aged 62, was killed 
recently when his automobile collided with a bus. 

Dr. Mordecai Lee Barefoot, Dunn, aged 64. died recently of 
diabetes mellitus and chronic nephritis. 





OKLAHOMA 


Oklahoma State Medical Association will hold its next annual 
meeting in Tulsa, Mayo Hotel, May 14-16. 

Dr. Catherine Brydia, Ada, has been appointed to the Board 
of Health for a nine-year term. 

Dr. Noah E. Ruhl, formerly of Weatherford, is engaged in a 
limited practice in Oklahoma City. 

Dr. Kieffer D. Davis succeeds Dr. O. S. Somerville, Bartles- 
ville, as Medical Director for the Phillips Petroleum Company. 

Dr. A. W. Stickle, Jr., has opened an office in Stillwater for 
general practice. 

Dr. C. L. Johnson has become associated with Dr. H, C. 
Weber, Bartlesville. 


Continued on page 70 











A. S. ALOE COMPANY — 1831 Olive St. — St. Lovis 3, Mo. 


GOVERNMENT SURPLUS 


... approximately 1/3 list, 
quality fully certified 


We have obtained from War Assets Corporation 
a large quantity of the excellently made instruments 
illustrated which we can offer at the following very 
favorable prices. 


3B122G — Kirschner Hand Drill (A), chrome plated 
body with stainless steel chuck, complete with 3 twist 
drills, sizes 46-, 36-, and 1-inch, standard price 
$29.50, special, only.........+...+-++-$10.00 


38123G — Bohler-Steinman Pin Set, consisting of 
chreme plated Adjustable Chuck Handle (B), one 
each stainless steel Bohler-Steinman Pin Holders (B 
and C), medium adult and child sizes, standard 
price $14.50, special, only.........++.++- $5.85 


38124G — Special Bone Set, consisting of one each 
of the above listed instruments, standard price 
$44.00, special, only........-.+2+++++++ $12.50 
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There can be no middle course between the ethics of the medical profession and the 


f temptations of the market place in the field of anatomical supports. Here the stand- 
/ ards of the businessman must be elevated to the standards of the doctor because the 

f customer of the businessman is the patient of the doctor. Anything else is “merchan- 
/ dising quackery.” We at Camp have for many decades controlled our distribution 





| throughout the recognized retail institutions which like the doctor have earned the 
respect and confidence of their home communities. No appeal is used in our adver- 

tising approach to the consumer which fails to meet the precepts of the profession, 

We serve the physician and surgeon by living up to our chosen function of supplying 

| scientific supports of the finest quality in full variety at prices based on intrinsic 

\ value. We try to insure the precise filling of prescriptions through the regular 

education and training of fitters. In cooperation with medical and edu- 

cational public health authorities we play the role our resources 

permit in promoting better posture and body mechanics. 

That is our idea of the practical ethical standards which 


permit the businessman to solicit the recommen- : Camp Anatomical Sup- 
its of the doctor A ports have met the exacting 
f test of the profession for four 
decades. Prescribed and recom- 
mended in many types for prenatal, post- 
ici _ natal, postoperative, pendulous abdomen, vis- 
$$ ceroptosis, nephroptosis, hernia, orthopedic and 
other conditions. If you do not have a copy of the 
Camp “Reference Book for Physicians and Surgeons”, 

st will be sent upon request. 















S. H. CAMP & COMPANY © Jackson, Michigan ¢ World's Largest Manufacturers of Scientific Supports 
Offices in CHICAGO « NEW YORK ¢ WINDSOR, ONTARIO « LONDON, ENGLAND 
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Deatus 


Dr. Richard Bland Ford, Tulsa, aged 46, died recently. 

Dr. Francis Marion Edwards, Ringling, aged 72, died recently. 

Dr. Johr Elmer Hughes, Shawnee, aged 68, died January 15 
following a heart attack. 





SOUTH CAROLINA 


South Carolina Medical Association will hold its next annual 
meeting at Myrtle Beach, May 6-8. 

Coastal Medical Society has elected Dr. A. Richard Johnston, 
St. George, President: Dr. Riddick Ackerman, Jr., Walterboro, 
Vice-President; and Dr. B. H. Keyserling, Beaufort, Secretary- 
Treasurer. 

Dr. Joseph K. Fairey, St. Matthews, has been presented the 
merit award as “Calhoun County’s First Citizen’? for his un- 
selfish service to humanity for more than fifty years. 

Dr. C. Benton Burns has opened his office in Orangeburg for 
the practice of pediatrics and is associated with Dr. J. M. Alber- 


gotti, Jr. 

Dr. H. G. Royal, formerly of Greenwood, is associated with 
his father, Dr. L. B. Royal, Sr., in the practice of medicine in 
Langley. 


Dr. Joseph H. Guess, Denmark, recently discharged from 
military service, is associated with Dr. A. P. McElroy, Union, 
in the practice of medicine. 

Dr John F. Busch, Columbia, kas been appointed Assistant 
Chief of the Tuberculosis Division of the Department of Medicine 
and Surgery for the Veterans Administration in the Southeastern 
states. 


The McLeod Infirmary, Florence, announces the appointment 
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of Dr. Rowland F. Zeigler, Jr., 
a 

r. Gabriel P. Joseph, Myrtle Beach, and Miss Mary Elizabeth 
McAlbany, Branchville, were married recently 


to the staff, Department of 


DEATHS 


Dr. James Edgar Douglas, Winnsboro, aged 82, died recently, 
Dr. G. B. Edwards, Darlington, aged 72, died recently, — 
Dr. T. M. Northrop, Greenville, aged 38, died January 11 
Dr. J. G. Williams, Norway, aged 85, died recently. ; 





TENNESSEE 


Tennessee State Medical Association will hold its 112th annual 
meeting in Memphis, Hotel Peabody, April 8-10. 

Memphis and Shelby County Medical Society has installed Dr 
Arthur F. Cooper, President; and elected Dr. H. W. Qualls, 
President-Elect; Dr. L. C. Sanders, Vice-President; Dr. H , 
B. Gotten, Secretary; and Dr. C. V. Croswell, Treasurer, all of 
Memphis. ; 

Mid-South Post Graduate Medical Assembly at its recent 
annual meeting installed Dr. J. C. Pennington, Nashville, Presi. 
dent; and elected Dr. Frank M. Acree, Greenville, Mississippi 
President-Elect; Dr. H. T. Smith, McGehee, Vice-President from 
Arkansas; Dr. Max Lindsey, Spring City, Vice-President trom 
Tennessee; and Dr. A. C. Parker, Gulfport, Vice-President from 
Mississippi; Dr. A. F. Cooper, Memphis, Secretary-Treasurer 
reelected; and Dr. Henry B. Gotten, Memphis, Associate Secre- 
tary-Treasurer. 

Cocke County Medical Society has elected Dr. W. C. Ruble 
President; and Dr. Drew A. Mims, Secretary, both of Newport i 
_ Nashville Academy of Medicine and Davidson County Medical 
Society has elected Dr. John C. Burch, President; Dr. Fowler 
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© Tongue Depressor & Laryngoscope 





Compact, Versatile ... 


An Accurate Diagnostic Aid 


The best features of two instruments are com- 
bined in the AO Tongue Depressor and Laryngo- 
scope, the instrument being readily convertible 
from one use to the other. Model No. 1290B 
(illustrated) is supplied with interchangeable 
9/16” and 3/4” mirrors; the position of each is 
adjustable to give a fine focus of illumination in 
the desired plane. The specially designed blade 
holder of Model No. 1290B makes it adaptable 
to spatulas of various widths and thicknesses. 

Many physicians prefer a light, compact in- 
strument, particularly in diagnostic work out- 
side the office. By combining two often-used 
instruments the American Optical Tongue 
Depressor and Laryngoscope fills just this need. 


American & Optical 
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Vow better 





better, evel 
than prewag quality... 


A product of modern 
research, ‘““ZO”* Adhesive 
Tapes are the finest tapes 
ever produced. 


For every requirement, they are 





unexcelled for— 


1. Instantaneous “stick” 

2. Freedom from skin reaction, 

3. Long life—resistance to “aging” 
4. Whiteness of adhesive mass 
5. Ease of unwinding . il 

6. Uniformity of quality , a ee: ¥ € 


ORDER FROM YOUR DEALER 


fohmonafiohmon Wi) ) IMHESIVE TPE 


TRADEMARK OF JOHNSON & JOHNSON 


“FOR OVER FIFTY YEARS, THE STANDARD OF EXCELLENCE rT} THE surcicat AND MEDICAL went 
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Hollabaugh, Vice-President; ond ho Robert N. Buchanan, Jr., 

-Treasurer, all of Nashville. wa 
Sey cunty bedicel Society has elected Dr. G. A. William- 
son, President; Dr. Richard McIlwaine, Vice-President; and Dr. 
Ralph H. Monger, Secretary-Treasurer, all of Knoxville. 

Sir Edward Mellanby will be in residence as Flexner Lecturer 
for 1947 at Vanderbilt University School of Medicine, Nashville, 
during March and April. The five formal lectures of this series 
will be on the general subject: “The Experimental Method in 

f Nutrition.” : : 
Protiddle Tasnenes Medical Association at its semiannual meet- 
ing elected Dr. W. J. Johnson, Pulaski, President; Dr. Clarence 

. Thomas, Nashville, Vice-President; and Dr. Carl N. Gessler, 
Nashville, Secretary-Treasurer. 


DEATHS 


Dr. James R. Connell, Wartrace, aged 80, died recently. 

Dr. Edward Clark, Celina, aged 69, died recently. 

Dr. Paul Dillard Elcan, Memphis, aged 52, died recently. 

Dr. Trent Orin Huff, Clinton, aged 45, died January 6. 

Dr. Eugene Michel Holder, Memphis, aged 77, died recently. 
Dr. Sidney Lee Mackey, Johnson City, aged 65, died recently. 
Dr. Eugene E. Northcutt, Newport, aged 66, died recently 
Dr. Samuel Evans Massengill, Bristol, aged 76, died recently. 
Dr. Byrd Smith Rhea, Lebanon, aged 76, died recently. 

Dr. Edward A. Stanfield, Memphis, aged 47, died recently. 
Dr. John William Wallace, Johnson City, aged 76, died recently. 
> } Ernest Taylor, Latham, aged 61, died recently. 





TEXAS 


Was Counfy Medical Society has installed Dr, John G. 
m.. President; and elected Dr. Edward White, President-Elect; 
Dr. Howard Shane, Vice-President; and Dr. W. W. Fowler, 
Secretary-Treasurer (reelected for his twenty-eighth term). 

Tarrant County Medical Society has installed Dr. May Owen, 


President; and elected Dr. X. R. Hyde, President-Elect; Dr. 
J. F. McVeigh, Vice-President; —e Dr. W. P. Higgins, Jr., 
Secretary-Treasurer, all of Fort Wort : : 

Southwestern Medical Association has installed Dr. J. W. 


Hannett, Albuquerque, New Mexico, President; and elected Dr. 







STERILE HIGH TITER 


| RB GROUPSERA 


renee For ACCURATE 
“of') CLASSIFICATION 


Improper classification, due to 
weak reacting testing sera or 
failure to differentiate Al from 
A oods may cause serious 
trouble—even fatalities. 

Our Grouping Sera are certified for HIGH 
TITER. Exclusively prepared under the per- 
sonal supervision of Dr. R. B. H. Gradwohl 
for safe, efficient, accurate laboratory techni- 
que. We invite your inquiries. 

Serum “A” (II, Moss), and Serum “B” (III 
Moss) represent carefully controlled experi- 
mental work to furnish the profession care- 
fully tested and titrated grouping sera. Clin- 
ically reliable ... worthy of your confidence. 
Anti-Rh serum to test for Rh. Absorbed B 
serum to differentiate between Ai and Ao. 
Anti-M and Anti-N sera for blood spots and 
paternity work, 


Write for a sample copy of The 
Gradwohl Laboratory Digest full 
of helpful hints on improved lab- 
oratory technique. ° 


GRADWOHL 


LABORATORIES 
R. B. H. Gradwohi, M. D.,Director 
3514 Lucas Av. St. Louis, Mo. 
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Leslie M. Smith, El Paso, President-Elect; Dr. Thomas 
Phoenix, Arizona, First Vice-President; Dr. ee + Marshall, ne 
well, Second Vice-President; and Dr. Louis W. Breck, El Pago, 
Secretary-Treasurer. : 

Post Graduate Medical Assembly of South Texas has installed 
Dr. Byron P. York, Houston, President. : 

Southwestern Medical College, Dallas, has received the fol 
lowing grants for research: The sum of $9,575 donated by 
the National Foundation of Infantile Paralysis; $2,340 from the 
U. S. Public Health Service; and $5,000 from the First Texas 
Chemical Manufacturing Company. : 

Dr. E. G. Faber, Tyler, has been named Assistant Professor 
of Medicine, Southwestern Medical College, Dallas. 

Dr. Burke Brewster, Health and Welfare Director of Fort 
Worth since 1939, has resigned to do postgraduate work in New 
York and then return to private practice in Fort Worth. 

St. Ann’s Hospital, Abilene, has elected Dr. Jack A. Crow, 
Chief of Staff; Dr. J. C. Duff, Vice-Chairman; Dr. F. W. . 
Secretary; Dr. George D. Thurman and Dr. R. W. Varner, mem. 
bers of the Executive Committee 

Dr. Harriet Rogers, formerly of Commerce, is on the Medical 
Staff of the Florida State College for Women, Tallahassee. 

Dr. Stewart R. M. Long, Temple, and Miss Nita Hewell, 
Atlanta, Georgia, were married recently. 

Dr. William S. Brumage and Miss Mary Virgina Wiggins, both 
of Austin, were married recently. 

Dr. Randolph L. Clark, Jr., Jackson, Mississippi, has been 
appointed Director of the M. D. Anderson Hospital for Cancer 
Research in the Texas Medical Center, Houston. 


DEATHS 
Dr. George T. Caldwell, Dallas, aged 65, died January 20 of 


coronary occlusion. 

Dr. Enga Mitchell Arnold, Houston, aged 64, died recently 
of heart disease and hypertension. 

Dr. Reuben Bennett Anderson, Jr., 


j Fort Worth, 
died recently of coronary occlusion. 


aged 52, 
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If you have never heard of the RED LAKE HIGHWAY you 
are due to be enlightened in the next few years on the reports 
of record game and fish from the virgin territory that this arm 
of civilization will open. The owners of MANOTAK LODGE 
are proud to have been associated with this pioneering operation. 
Our modern equipment and facilities have been at the disposal 
of the engineers and construction men during 1946, MANOTAK 
is in the heart of this great, new fishing and hunting territory— 
we are on Perrault Lake and operate this beautiful, new lodge 
from May until October. Our high-speed cruiser substitutes for 
the highway at the moment, but we hope soon to welcome you 
by car right to the Lodge. We are now preparing for a 
early Lake Trout and Bear season in May. Send for our illustrated 
folder in which we show you some of the catches from the summer 
of 1946. MANOTAK LODGE, Quibell, Ontario, or 342 Madison 
Avenue, New York 17, N. Y. 





ROTATING INTERNSHIPS available July 1 and August 1 to 
graduates of approved medical schools. 240-bed general hospital 
approved by AMA and ACS. Women accepted. Stipend $100 per 
month plus maintenance. Wheeling Hospital, Wheeling, West 
Virginia. 
a. 





FOR SALE—Bausch and Lomb colorimeter with magnified read- 
ing scale, less than one year old, used three times, $125.00. Write 
DYM, care Southern Medical Journal. 





SENIOR ASSISTANT PHYSICIAN, TUBERCULOSIS — Must 
have two years Tuberculosis experience. Salary $3,000 to $3,750 
with maintenance. Mail inquiry by April Ist to the State Em- 
ployment Commissioner, 22 Light Street, Baltimore 2, Mary 





PHYSICIAN, INSTITUTIONAL I—Wanted for a new hospital 
opening in Maryland. Two years. experience of resident service in 
medicine required. Salary $3,920-$4,900 a year with maintenance. 
Mail inquiry by April Ist to the State Employment Commissioner, 
22 Light Street, Baltimore 2, Maryland. 
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Now Improved and Manufactured by 
the Zimmer Manufacturing Co. 


For Operative Treatment of 
Fracture of the Neck of the Femur- 


Screw shown in position illustrating strong im- 
paction produced when lock nut is tightened. 


(Shown assembled) 


(Shown on wire guide) 


MOREIRA STUD-BOLT SCREW 
Available in 6 lengths: (Stainless Steel Only) 
2-61/64 3-17/64 3-11/32 3-35/64 3-3/4 3-15/16 

















Trephine for perforation Drill for screw channel 
of cortex through trochanter and 
(with movable piece to neck of femur. 


eject bone fragment) 


























Double action wrench 


1. for introduction of the Moreira Stud-Bolt Screw 
2. to tighten the lock nut. 
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Dr. Khleber Heberden Beall, Fort Worth, aged 68, died recently 
of coronary thrombosis. 

Dr. Edwin P. Becton, Greenville, aged 68, died recently of 
hypertension and arthritis. 

Dr. Charles Gilliam Cook, Weimar, aged 71, died recently of 
apoplexy. 

Dr. Sidney Mainer Lister, Houston, aged 46, died recently of 
cerebral thrombosis. 

Dr. Frederick York Durrance, Houston, aged 53, died recently 
of coronary thrombosis. 

Dr. Leonard Albert Myers, Houston, aged 50, died recently. 

Dr. Howard Albert Mahaffey, Hillsboro, aged 72, died recently. 

Dr. Luke B. Stephens, Paris, aged 70, died recently. 


Che DYuich, basy Way 


to Strain FRESH Foods 


The Foley Food Mill conserves mother’s time and energy in 
straining fresh vegetables and fruits. With just a few turns of the 
handle, the Foley Food Mill separates fibres and hulls, pureeing 
all cooked foods 
fine enough for 
the smallest baby 
or adult diet— 
peas, carrots, 
beets, string 
beans, spinach, 
apple sauce, 
prunes. Made of 
steel, rust and 
acid-resistant. 
Available 
through depart- 
ment and hard- 
ware stores, or 
send coupon. 








Retail price $1.50. Special Offer to 
doctors, 1 only, $1.00 postpaid. 
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FOLEY MFG. CO, [2:2 Second St NE 


Minneapolis 13, Minn. ! 
As per special offer to Doctors only, I enclose $1.00 for 1 House- | 
hold Size Foley Food Mill. | 
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VIRGINIA 


Fourth District and Southside Virginia Medical Society has 
elected Dr. C. Edward Martin, Emporia, President; Dr. W. y 
Phipps, Hopewell, and Dr. L. H. Bracey, South Hill, Vig. 
Presidents; and Dr. William S. Sloan, Petersburg, 
Treasurer. 

Tazewell County Medical Society has elected Dr. James Peery 
Richlands, Prrsident; Dr. H. A. Porter, Boissevain, Vice-President: 
and Dr. W. R. Strader, Richlands, Secretary-Treasurer. » 

Dr. George A. Renn has resigned as a member of the Clinical 
Staff of De Paul Hospital, Norfolk, and has been elected to the 
Honorary Staff. 

Dr. Brock D. Jones, Jr., after a residency at Philadelphig 
Lying-In Hospital, has reopened his office in the Medical Arts 
Building, Norfolk, for the practice of gynecology and obstetrics, 

Dr. C. B. Martin, Nokesville, after release from military 
service, has resumed practice at Manassas. 

Dr. Hugh Page Newbill, Charlottesville, succeeds Dr. J. §, 
DeJarnett, resigned, as Superintendent of DeJarnett Sanatorium, 
Staunton. 

Dr. Robert Emerson Faultz, Butterworth, and Miss Dorothy 
— Chapman, Mountsville, South Carolina, were married re 
cently. 


DEATHS 


Dr. Lewis Holladay, Orange, aged 77, died recently. 

Dr. Flavious Ogburn Plunkett, Lynchburg, aged 60, died 
recently. 

r. George Franklin Simpson, Purcellville, aged 77, died 
recently, 

Dr. John William Preston, Roanoke, aged 79, died January 1. 





WEST VIRGINIA 


West Virginia State Medical Association will hold its eightieth 
annual meeting in Charleston, Daniel Boone Hotel, May 12-14. 

Academy of Medicine of Parkersburg has elected Dr. Athey 
R. Lutz, President; Dr. W. A. Bevaqua, Vice-President; and 
Dr. F. L. Blair, Secretary-Treasurer, reelected. 

Dr. Thomas C. Sims, Sutton, has been named by the Public 
Health Council Health Officer for Fayette County with head- 
quarters at Fayetteville. 

Dr. Frederick H. Dobbs, Wheeling, has located in Charleston 
and is associated with Dr. W. W. Point in the Medical Arts 
Building, in the practice of obstetrics and gynecology. 

Dr. Isabell Morgan, who has been on the staff of the School 
of Public Health, University of Michigan, Ann Arbor, for the 
past two years, has been appointed Director of the Division of 
Maternal and Child Health, State Health Department. 

A W. P. Hamilton, Chapmanville, has moved to Greenwich, 
Ohio. 

West Virginia will receive about $30,000 for cancer control 
activities from a special appropriation of $2,500,000 being dis- 
tributed by the U. S. Public Health Service. 

Dr. James Marshall Skinner, Jr., New Martinsville, and Miss 
Mary Elizabeth Hurban, Powhatan Point, Ohio, were married 
recently. 


DEATHS 
Dr. Jesse Oscar Bailiff, Mullens, aged 61, died recently. 
Dr. John Henry Luikart, Moundsville, aged 56, died recently. 


Dr. James Riley McCollum, St. Marys, aged 72, died recently 
of coronary occlusion. 
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EDEMATOUS TISSUES 








DUBIN AMINOPHYLLIN 


ACTIVE DIURETIC +» MYOCARDIAL STIMULANT 


. BRONCHIAL RELAXANT 
aw 


In Bronchial Asthma, Paroxysmal Dyspnea, 





Cheyne-Stokes Respiration. 


TABLETS - AMPULS - POWDER - SUPPOSITORIES 


H. E. DUBIN LABORATORIES, Inc., 250 East 43rd St., New York 17,N.Y. 
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“4 mov. , . 


Mass spread of diarrheal diseases 
of the newborn, potentially trace- 
able to inefficient and outmoded 
procedures and facilities designed 
to insure the sterility of foods and 
supplies.can be effectively reduced 

. often eliminated, with the new 


“American” developed 


Milk Forme 


PRESENTS A COMPLETE 
PROGRESSIVE ROUTINE 


Laboratory Service 


MEETS ALL CAPACITY NEEDS 
Units of equipment which include special 








Provides unprecedented efficiency, speed and 
safety. Used containers and supplies, when re- 
turned to the clean-up room, are conveniently 
washed, aseptically conditioned for prompt 
delivery to the sterile Formula Preparation 
Room where formulas may be prepared and 
stored for use as required. 











DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND 





bottle washing units, sterilizer-disinfectors, 
precision water sterilizers, work counters, 
storage cabinets, bottle warmers, portable car- 
riages and allied units are designed to accom- 
modate capacity requirements of from 72 
bottles per day up to unlimited needs. 


CONSULT OUR PLANNING SERVICE... 


staffed by able technicians thoroughly quali- 
fied to assist you in planning an installation 
best suited to your available facilities... a 
gratis service. 


write Topay for complete details 


AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 
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SHOULD VITAMIN D BE 
GIVEN ONLY TO INFANTS ? 


ITAMIN D has been so successful in preventing rickets during in- 





fancy that there has been little emphasis on continuing its use after 
the second year. 

But now a careful histologic study has been made which reveals 
a startlingly high incidence of rickets in children 2 to 14 years old. 
Follis, Jackson, Eliot, and Park* report that postmortem examina- 
tion of 230 children of this age group showed the total prevalence 
of rickets to be 46.5%. 


Rachitic changes were present as late as the fourteenth year, and 
the inciderice was higher among children dying from acute disease 
than in those dying of chronic disease. 

The authors conclude, “We doubt if slight degrees of rickets, 
such as we found in many of our children, interfere with health 
and development, but our studies as a whole afford reason to pro- 
long administration of vitamin D to the age limit of our study, the 
fourteenth year, and especially indicate the necessity to suspect and 
to take the necessary measures to guard against rickets. in sick 
children.” 





*R. H. Follis, D. Jackson, M. M. Eliot, and E. A. Park: Prevalence of rickets in children 
between two and fourteen years of age, Am. J. Dis. Child. 66:1-11, July 1943. 






MEAD’S Oleum Percomorphum With Other Fish-Liver Oils and Viosterol 
@ potent source of vitamins A and D, which is well taken by older children 
fuse it can be given in small dosage or capsule form. This ease of ad- 

ration favors continued year-round use, including periods ‘of illness. 


BAD’S Oleum Percomorphum furnishes 60,000 vitamin A units and 8,500 
in D units per gram. Supplied in 10- and 50-cc. bottles and bottles of 
Fand 250 capsules. Ethically marketed. 


MEAD JOHNSON & COMPANY, Evansville 21, Ind., U.S.A. 






Thrombin Topical 


(Bovine Origin) 
“Hemostal, please... Thrombin.” 
Bleeding controlled, the operation proceeds. 
THROMBIN TOPICAL, highly potent, rapidly acting 
hemostatic of biologic origin, is a distinct achievement 
for safer surgery—minor and 
major. Capillary hemorrhage 
may be arrested seconds after local ap- 
plication of THROMBIN TOPICAL. 
Unending research in all the branches 
of medicine has led to the develop- 
ment of new Parke-Davis products, 
physiologically sound and clinically 


valuable. It has maintained as a con- 
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tinuing symbol of therapeutic signif- 
icance the mark of Parke-Davis— 


MEDICAMENTA VERA. 





THROMBIN TOPICAL 

is available in 5,000-unit 
ampoules, each packed 

with a 5 cc. ampoule of 
sterile, isotonic saline diluent. 


SYMBOLS 


PARKE, DAVIS & COMPANY + DETROIT 32, MICHIGAN *® 
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